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THE USE OF 


We are constantly receiving impressions by all our senses— 
by touch, sight, sound, taste, and smell—and all these 
impressions are experience. The baby starts to convert 
experience into knowledge: before it can talk it is already 
grouping impressions by their likeness or their difference, 
and forming vague conceptions like “ mother,” “ food and 
hunger,” “dangerous and friendly.” The growing child, 
the adolescent, the grown man and woman, continue the 
same process. Impressions crowd in upon them, giving 
them the raw material—experience—which is converted 
into the finished article—knowledge—in the factory of the 
mind. 

Experience comes to all. It comes equally to rich and 
poor, old and young, just and unjust. Yet some learn from 
it no more than a reflex existence, the knowledge to eat and 
sleep and breed, to read the thoughts of others on the 
printed page or live the emotions of others on the lighted 
screen, to exchange a small assortment of hackneyed phrases 
with other robots. Some build up knowledge and become 
wise: they develop a personal outlook that enriches others 
and adds to the store of their time. The reason for these 
differences lies not in the quality of the seed but in that of 
the soil on which it falls. Impressions are fleeting things. 
They cannot live unless they are welcomed, studied, com- 
pared, classified, and grouped. Experience can be made 
useful only by certain qualities of the mind, some given 
by inheritance, some by parental example, some by the 
influence of teachers or writers. 


Failure to Learn from Experience — 

People fail to learn from experience for three reasons. 
First, because they have not learned the habit of thought. 
They bolt their impressions without savouring them, as a 
dog bolts his food. They do not take their raw material 


' into the factory, but let it pass straight from the delivery 


gate to the refuse dump. They never classify—that is, 
they never say to themselves, “‘ Something like this happened 
before in the same circumstances.” Thus they never 
take the next step, from experience to experiment, to decid- 
ing, by repeating the circumstances, whether the likeness 
observed between two experiences was an accident or a 
consequence. 

Secondly, because they have classified too much, or rather 
because they have allowed their habits of thought to become 
automatic. They have organized their factory for mass 
production, so that it cannot deal with the unusual order. 


*Hunterian Oration (abridged) delivered to the Hunterian Society 
on March 7. The full text will appear in the Society’s Transactions. 


BY 


Sir HENEAGE OGILVIE, K.B.E., M.Ch., F.R.C.S. 
Surgeon to Guy’s Hospital 


They unconsciously shut out all ‘new experience by classi- 


EXPERIENCE* 


fying everything under headings already fixed. Thus astro- 
nomers dismissed for years the observed experience of the 
variations in the perihelion of Mercury by classifying them 
under the heading of instrumental error, and correcting for 
them by averaging observations. Thus scientists in the last 
war boosted a valueless antiserum for gas gangrene because 
it had been proved in the laboratory to protect mice from 
the effects of the intraperitoneal injection of cultures of 
Clostridium welchii, and supported their advocacy by a 
series of meaningless observations in the field, while ignor- 
ing the significant experience that men transfused early and 
adequately with whole blood seldom got gas gangrene. 

Thirdly, because, having made the whole of one branch 
of knowledge their province, they fail to attain that last 
achievement of education, the knowledge of where their 
experience is inadequate, of where their knowledge ceases 
and their ignorance begins. Having acquired supreme 
mastery of one department of learning they are apt to 
assume that the whole is theirs, to, forget that the highest 
wisdom is the realization that no man can know everything, 
that he is indeed wisest who knows his ignorance and where 
to turn for help when he needs it. One of the greatest 
physicists since Newton died needlessly and before his time 
because he treated his own strangulated hernia with house- 
hold remedies and turned only many hours too late to those 
who had mgde such ailments their life’s study and who 
could have saved him. 

The beginner fails to use experience because to him it © 
is so multitudinous that he cannot handle it until he has 
acquired some of the technique of the warehouseman or 
filing clerk. The learned man is often blind to new experi- 
ence because the mass of knowledge he has acquired seems 
to him complete, and he sits, old, weary, and disinterested, 
among his hoards, looking with lack-lustre eyes on any new 
treasure that is offered to him for acceptance. The ideal is 
the man of learning and wide classified experience who is 
yet able to see and appreciate at its proper value the new 
fact which does not fit into its appropriate niche. Such 
are our geniuses. Such was Hunter. Such are Einstein 
and Fleming. 

Broad Principles 

Where so many fail, how are we, who wish to do better 
than the plodders but can never hope to catch the leaders, 
to make the best use of the experience that life offers to 
us ? Most of us realize that such use as we have made of 
experience has been due to chance rather than to conscious 


planning on our part. Most of us cherish the belief that 
4629 
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were we to start again on a well-designed and documented 
system we should get much further. We can, however, 
agree on certain broad principles. . 

First, we should make our experience as rich and as 
varied as we can ; not hunting sensations, for the conscious 
search for new stimuli soon deadens the ability to receive 
any and abolishes that eager scrutiny with which we should 
examine those fresh experiences that come naturally, but 
welcoming experiences from whatever source. We should 
keep our receptors uncovered and sensitive. We should 
not refuse to see, hear, touch, or taste anything because we 
have been warned against it or because it comes to us in 
unpalatable guise. 

Secondly, we should examine each fresh experience with 
careful scrutiny and an open mind. Even though it be one 
of a group with which we are already well familiar, does 
this one contain anything new ? Does it repeat and confirm 
the category to which we had already allotted the others, 
or does it bring some fresh aspect which should impel us 
to pull the others out of their pigeon-hole and look at them 
again ? ; 

Thirdly, having examined and accepted it we should turn 
it over more carefully in our minds, appraise it, classify 
it, and allot it to one of the trays on our mental desk— 
“action,” “ pending,” or “ finished.” 

Fourthly, in all our use of experience we should jealously 
preserve our individuality. Each of us is something new 
in this world. There has never been anything quite like us 
before and there never will be again ; and that “ us-ness ” 
is our most precious possession. We must look at the 
guidance and the knowledge we get from books and from 
teachers as a help but not as a directive. 

Fifthly, we should pause from time to time for a com- 
plete spring-cleaning. We should haul out all our treasured 
stores of experiences, dust them, and stand back and look 
at them. Are they all worth keeping? Would some of 
them go better in another place ? Do some of the bits that 
seemed to be disconnected when we put them away fit 
together now ? Where have we got to? How did we 
get there ? What lies on each side of us ? How are those 
faring who are going along the same road? What lies 
ahead ? Is it the right path, or have we reached a turning- 
point ? Whichever is our goal, how do we get there ? 

Lastly, we should all the time remember that we are at 
one stage of a journey. So far so good; or is it? A 
further journey and possibly better things lie ahead. As we 
travel we must keep a spirit of alert and adventurous 
inquiry. We must never look on any conglusion as final, 
but merely as the best we have been able to do with the 
material we have encountered so far. We must seek Truth, 
remembering that when we meet her it may be in a guise 
we do not expect and coming from a quarter we have 
despised, and when we have found her we must follow her. 


Experience and Judgment 

What have any of us learned from experience? If we 
are honest with ourselves we must answer, “ Not as much 
as we should have.” Without a lifelong and unflinching 
honesty with ourselves we can learn nothing. We may 
dress the shop window as we like, we may develop a sales 
personality that is convincing to others, but unless our 
accounts and our stock-taking are entirely honest we shall 
finish as cheapjacks. The greatest of the men before us 
said, “The art of Medicine is long and time is fleeting. 
Experience is fallacious and judgment difficult.) But with 
experience, carefully recorded and sorted, judgment will 
come. 


Experience properly used gives us a set of Standards 
which fresh experiences can be judged. We learn to ? 
up our patients quickly and fairly accurately as human 
beings—if they are genuine, self-dramatizers, or humbugs, if 
they are brave or timid, if they are minimizers or exaggera. 


tors, if they are concealing something or merely nervous— ° 


and in the light of this assessment we are able to allot q 
correcting ratio to the symptoms they relate that gives jt 
an absolute value in our diagnostic assessment. We learn 
to evaluate pain, particularly its severity and its nature, and 
to construct a scale of our own by which we associate 
certain pains with certain diseases. We learn that too much 
pain in too many places is just as much an indication that 
nothing is seriously wrong as no pain. We learn to know 
when a patient is ill, when one who has been ill is getting 
better, or when one who was on the road to recovery 
has taken a turn for the worse. We come to say by instinct 
rather than reason, “ That child is too ill to be suffering 
from appendicitis,” “That pain is not severe enough for 
gall-stone colic.” We learn what disease to expect at 
certain ages, in either sex, and in persons of certain appear. 
ance, occupation, or bodily habitus. We become so familiar 
with all the characters of common complaints that one 
single unfamiliar feature strikes a warning note without 
our having had recourse to the intellectual process of 
reasoning. 
Physical Signs 

We learn to use physical signs, first by rule of thumb, 
later as conveying certain specific but limited information 
that is entirely accurate within those limits. Some of the 
physical signs that were drilled into us as students have no 
more value than in repeating an obvious fact in alternative 
and less simple language. All the eponymous signs linked 
with the exophthalmos of Graves’s disease, Stellwag’s sign, 
von Graefe’s sign, Moebius’s sign, tell us nothing except 
that the patient is pop-eyed, a fact we already know. Before 
any of those signs are present the experienced eye can 
detect an early exophthalmos in a slight puffiness of the 
upper lid that separates the appearance of the patient from 
that of the many thousand normal men and women whom 
we observe daily with no more than a casual glance in the 
bus and the tube. More important than the names of these 
buried worthies and the elicitation of their signs is the 
establishment, without leading questions, that the eyes 
have, in fact, become more prominent. This can be done 
by asking if friends have remarked on any change in her 
appearance, or by looking at a photograph taken before 
the illness started. The fact that a tumour in the flank can 
be pushed between a hand in front and one in the loin does 
not necessarily mean that the tumour is renal ; all it tells 
us is that the tumour and the kidney move as one. In most 
cases a tumour that gives this sign is one arising in the 
kidney, but I have recently seen a large mucocele of the 
gall-bladder and a cystadenoma of the head of the pancreas 
give the same sign. 

We must regard the rules of diagnosis with the same 
critical impartiality. Courvoisier’s law, that in obstruction 
of the common bile duct by stone dilatation of the gall- 
bladder is rare while in obstruction due to other causes it 
is common, is nearly always reliable, but Courvoisier’s 
explanation of his law, that in cholelithiasis the gall-bladder 
cannot distend because it is fibrosed, is rubbish. The gall- 
bladder full of stones is often normal in appearance, con- 
centrating power, and microscopical structure, and if the 
stone obstructs the cystic rather than the common duct it 
can distend to the most enormous size. In any case fibrous 
tissue, however dense, becomes plastic when it is inflamed, 
and in the presence of low-grade infection even the toughest 
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fibrous structures in the body, the capsule of the hip-joint 
and the atlanto-occipital ligaments, can stretch. The gall- 
bladder in common-duct obstruction by stone does not 
dilate, because the obstruction is partial and intermittent. 

We learn by experience the simple truth that our task is 
to treat the patient and not the disease, that very often the 
disease that is so obvious to us is not the trouble that is 
worrying the patient, or perhaps that it is just part, and not 
necessarily the most important part, of a general derange- 
ment of function. The disproportion between the lesion 
and the general health of the patient in cancer is a matter 
of constant wonder to the observant doctor. Often we 
see a patient on the cemetery side of 50 whose sallow com- 
plexion and rapid loss of weight and strength tell the 
unmistakable story of malignancy, yet we find nothing until 
a routine radiograph shows a small carcinoma of the lung. 
Yet again we see a man or woman with advanced cancer 
in a state of rude and robust health. 

The temptation to treat a clamant lesion is almost 
irresistible, particularly to the surgeon. 

A public-school boy was recently sent to me for internal 
derangement of the knee. He could produce a crack like a 
pistol-shot from both knees by kneeling down and then bending 
forwards. I could reproduce the same crack in a muffled form, 
and found it came from the posterior horn of the internal 
cartilage, and not, as I expected, from the external one. It 
was very tempting to suggest bilateral meniscectomy. But 
these cartilages, though they cracked, never locked his knees ; 
though they were abnormally mobile they were not dislocated. 
He had a history of asthma and fainting attacks and a pro- 
nounced cardiac arrythmia, and his knee noises were part of 
a general locomotor atony that was obvious in a laxity of all 
his joints and that would have been made worse by meniscec- 
tomy at this stage. He required careful observation and nursing 
through the hazards of adolescence by a wise physician, with 
surgical intervention as a possible side issue in the future. 

During the summer a lady of 73 came to Guy’s with veins 
the diameter of a fountain-pen running their tortuous course 
from the groin to the axilla on each side, but not approaching 
the umbilicas. She clearly had obstruction of the inferior 
vena cava. In a search for the cause of this obstruction | 
asked for a barium meal, which showed the largest duodenal 
diverticulum ever recorded, a cavity the size of a tennis ball 
full of air and bismuth. I admitted her for laparotomy, but, 
fortunately for me and for her, I was served by a registrar who 
is wiser than I. “ Why operate ?” he said. “The lady has an 
obliterated inferior vena cava, but that is a historic event ; 
her compensation is complete, she has no oedema of the legs, 
and her renal veins are not involved. She has an enormous 
diverticulum, but that is no more than a show-ground exhibit ; 
it may originally have had something to do with the thrombosis, 
but it is now symptomless and harmless. She is as fit as any 
woman of her age, fitter than most.” So we sent her out, with 
strict instructions to come again to Guy’s if she felt ill, for 
though her lesions may not need operation they certainly need 
preservation for posterity. 


War Experiences 

War is the winnowing-ground of experience. During the 
recent war we learned much of the fundamental problems 
of injury and infection. We also had the opportunity, 
never offered in peacetime, of studying the common ailments 
in significant numbers. In this way we learned some things 
that are surprising, even shattering. We learned that non- 
specific epididymitis, which is barely mentioned in text- 
books, is eight times as common as gonococcal epididymitis 
and 28 times as common as tuberculous epididymitis. We 
learned that stress fractures, peacetime rarities, become 
quite common when adolescents are suddenly called from 
sedentary jobs to strenuous exercise. We learned that the 
average operation for the repair of an inguinal hernia in a 
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young man, performed by the average British surgeon in 
the average British hospital, has a recurrence rate of 20%, 
and that three-quarters of the recurrences take place in the 
first six months. We learned that the treatment of varicose 
veins in this country is not much above that of the African 
witch doctor. The recruit seen to have visible veins on 
the lower limb was sent automatically to a vein clinic, auto- 
matically transferred to hospital, and automatically treated 
by the method in vogue at the moment, just as a pig that 
walks up the ramp of a Chicago factory is pretty sure to 
come out the other end as two hams, two sides of bacon, 
and several pounds of sausage. 

I and my fellow consultants came to two firm conclu- 
sions—that the presence of visible veins along the saphe- 
nous system or even of mild aching in hot weather after 
long standing is not necessarily an indication for treatment, 
and that the injection of sclerosing substances has no place 
as the sole or as the primary treatment of varicose veins. 
I personally would discourage the injection of varicose 
veins at any stage. They should either be left alone or be 
treated by high saphenous ligation, a safe but no means 
simple operation that is nearly as badly done to-day as is 
that for hernia. The communications between the super- 
ficial and the deep veins must also be closed. This may 
be done by several methods, only one of which is really 
reprehensible—retrograde injection of sclerosing solutions 
through a ureteric catheter. I know of two deaths that 
have followed this procedure. I have also seen a young 
officer changed thereby from a good rugby threequarter to 
an oedematous invalid. 


The Hollow Needle 


This needle has been a mixed blessing. It must bear the 
responsibility for spinal anaesthesia, and for a number of 
procedures that substitute blind chemical destruction for 
clean anatomical removal, such as the injection treatment 
of veins, haemorrhoids, herniae, hydroceles, ganglia, 
bursae, and other local swellings. On the other hand, it 
has allowed the intravenous administration of fluids—a 
method that may be life-saving, but one that is greatly 
misused to-day. Some people never seem able to allow 
their patients to use the channels designed by nature to 
receive nourishment and to evacuate waste. Food and 
fluids given by the alimentary canal allow the tissues to 
select and keep what they want, and to reject what is harm- 
ful or surplus to requirements. Fluids given intravenously 
by-pass all the defences set up by the body to protect itself 
against excess of any constituent, against bacterial entry, 
against thermal, chemical, or physical damage ; they give 
the patient what the surgeon thinks his tissues need and 
what they are dammed well going to get. Nearly all drips 


set up at the start of an operation are not merely unneces-_ - 


sary but harmful. At least half of the drips set up after- 
wards are an automatic routine or an assurance against 
worry rather than a considered form of therapy. 


Experience and Wisdom 


But I would return to my main theme, that from experi- 
ence we should derive wisdom. Let us remember that 
experience is never finished and wisdom is never complete ; 
that we are always more likely to meet the common than 
the unusual, but that what appears at first to be a simple 
and familiar clinical problem may yet be something we have 
never met, even something hitherto unrecorded ; that no 
problem is so straightforward that it does not need careful 
study, or so difficult that some solution will not appear if 
we seek steadfastly. 
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MEDICAL Jounnay 


As a surgeon gets older he tends to accumulate the rari- 
ties, the difficult decisions, the doubtful issues that his 
colleagues are only too pleased to pass on. I will mention 
a few that I have had in the past year. 


An old man came to hospital with vague indigestion. An 
indefinite swelling could be felt on the left of his abdomen. 
A barium meal showed that the whole of his alimentary canal 
was to the right of the vertebral column, indicating that it was 
displaced by a retroperitoneal tumour. An_ intravenous 
pyelogram showed two renal pelves on the same side of the 
abdomen. For a moment I jumped at the diagnosis of a 
fused kidney, till I realized that the two pelves were not on 
the side of the swelling but on the opposite side. Operation 
disclosed a large retroperitoneal lipoma, extending from the 
pelvic floor to the diaphragm and from the flank to the midline. 
It was removed with little difficulty and not much bleeding, and 
was found to weigh 14 Ib. (6.35 kg.). 

Another man presented with indigestion, wasting, and 
glycosuria. Radiographs showed that he had a chain of large 
stones in his pancreatic duct. I could get no advice from 
books or from my friends how such a problem should be 
tackled, but I remembered how Roscoe Graham had learned 
that even a small adenoma could be felt in the head of the 
pancreas if the pancreas and duodenum were lifted together 
off the right kidney and palpated between finger and thumb. 

‘When I did this I was able to push the stones towards the 
ampulla of Vater and remove them through the duodenum. 


Even the simplest case may be more complex than it 
looks. 


A man arrived at Guy’s complaining of a small sinus in the 
right iliac fossa but otherwise perfectly well. The students 
immediately suggested actinomycosis, but all of us were 
astonished to find that lipiodol injected into the sinus outlined 
all the burrows of a honeycombed liver and then passed 
through the diaphragm to give a perfect bronchogram. 


On the other hand, a case that seems to be desperate may 
turn out to be quite trivial. 


A lady of 50 had been known to have a duodeno-colic fistula 
since she was 18. Such a lesion is extremely rare, but repeated 
radiographs had shown that it was, in fact, the cause of the 
recurring attacks of postprandial diarrhoea from which she 
had suffered. Between attacks she enjoyed excellent health, 
and concurred with the advice of her medical attendant that 
the only risk she ran was that of falling into the hands of a 
surgeon. However, at 50 an attack that started in the usual 
way went on to steady deterioration. Her diarrhoea became 
more profuse at every meal, and finally the stools contained 
almost unaltered food. She lost weight rapidly. 

When I saw her she was a skeleton. Three days later 
she had lost another 4 Ib. (1.8 kg.) and weighed 5 st. 2 Ib. 
(32.66 kg.). Operation, which I had wished to postpone till 
she got into better shape, had to be undertaken as an emergency. 
I expected, from the recent history, to find that an old fistula 
had become carcinomatous. Actually I found a little tube 
like a section of appendix joining the third part of the duo- 
denum to the back of the ascending colon. A snip with 
scissors and two. purse-string sutures, and the job was finished. 
A collection of calcareous lumps showed that the original 
fistula had been caused by a caseating tuberculous gland open- 
ing simultaneously into the two viscera; recent ptosis had 
distorted and blocked the duodenum distal to it. 


Surgery of Cancer 

In much of major surgery the surgeon knows the size of 
the job he has to undertake and the strength of his material. 
By forethought and preparation he can often simplify the 
task and fortify the material, and if he finishes with those 
two requirements of a successful operation, a job well done 
and a live patient, he can look forward to lasting success. In 
the surgery of cancer, which forms such a large part of his 
work, he is in the dark. He can assess the size and site of 


such metastases as are visible, palpable, or Tadiologicalj 
demonstrable, but he cannot even guess whether malj 7 
cells have already got by the lymph stream to further or 
aberrant glands or by the blood stream to distant Parts of 
the body. Such cells, if they are few in number, Will be 
undetectable by any means, and they may not declare 
themselves for years. 

In 1937 I performed a conservative resection for a Tectal 
carcinoma in a woman of 50. Throughout the war ghe 
lived happily and functioned normally. In November, 1945 
she developed jaundice, and sank rapidly. She died in 
January, 1946, nearly ten years after her resection, belieyj 
she had gall-stones. The metastases which killed her must 
already have been present but impalpable at my Original 
operation. 

In many cases, particularly when no alternative method 
of treatment is available—and this applies to all cancers of 
the alimentary tract—the attempt must be made to eradi- 
cate the disease. Operation may seem a desperate chance 
but the alternative is no chance at all. The patient is like 
a man in a burning aeroplane and we are offering him a 
parachute ; to jump is his only chance. A surgeon would 
have no hesitation in taking the chance were he the patient. 
Dixon, of the Mayo Clinic, used to say, “If ever | get 
cancer, I am going to a surgeon with good hands and not 
too much sense.” 

Cancer surgery is full of disappointments, but it also has 
its pleasant surprises. 


In 1935 I saw a man of 55 with a carcinoma just above 
the pelvi-rectal junction. At laparotomy I found that the 
growth was fixed in the pelvis. On freeing it I found that 
the right wall of the pelvis, the appendix, and the ileum 4 in. 
(10 cm.) above the caecum were all involved in growth. | 
removed the appendix, then resected 3 in. (7.5 cm.) of ileum 
and joined the intestine end to end. I removed the pelvic 
colon and its mesentery widely down to the upper third of tle 
rectum and did an end-to-end anastomosis, and finally I cut 
away the peritoneum on the right pelvic wall where it was 
involved in growth and touched the remaining bare area with 
the cautery. This patient is as fit to-day as any man of 69, 
and brought his wife over from Guernsey just before Christmas 
to have her varicose veins done. 

Shortly before I went to Africa in 1940 I saw a woman with 
a carcinoma at the pelvi-rectal junction in the Southern Hos- 
pital, Dartford. At operation I found the whole pelvic floor 
so widely involved that, though I removed all visible and 
palpable growth and metastases as widely as I could, I felt that 
cure was out of the question. I therefore did a Hartmann’s 
operation, leaving the levatores ani and a stump of rectum and 
anal canal. I saw her again when I came back in 1944. She 
had returned to her work as a school teacher, had put on 
weight, and showed no sign of recurrence, so in 1943 Mr. 
Sol Cohen detached the colostomy and reimplanted it in the 
stump of her rectum, giving her once again the supreme 
satisfaction of normal defaecation. 


High cure rates and pleasant surprises are usually associ- 
ated with cancer of the large bowel, but even cancer of 
the stomach, that most dread form of malignant disease, 
sometimes belies its reputation. 


Just before Christmas, 1946, a proctological friend, who had 
arranged for a patient to come into the Royal Masonic Hospital 
for investigation under the provisional diagnosis of carcinoma 
of the transverse colon, asked me to take charge as he was 
about to leave for Switzerland. The radiological investigation 
revealed a large carcinoma of the stomach, invading the trans- 
verse colon and its mesentery. I did a high subtotal gastrectomy, 
removing the stomach in continuity with the middle third of 
the transverse colon and its mesentery—a satisfactory technical 
job, but a dismal prognosis. I warned his wife that he was 
unlikely to live more than three months at most. This summer 
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he rang me up and asked if he could show me how well he 
was. Certainly, eighteen months after my hopeless forecast, 
he looked as well as any man of his age in Europe and showed 
no sign of cancer. Fortunately he was pleased about it and 
did not threaten to sue me for £6,000 damages. 


Fallacy of Statistics 


Such experiences, indeed my whole experience, have left 
me with profound mistrust of statistics. I have not pub- 
lished mine since I was young and credulous ; indeed, I 
do not know them now unless I ask my registrar to look 
them up for a particular purpose, and I do not pay any 
attention to those of others. Personal statistics, as I have 
said on many occasions, are at the bottom of all unsound 
teaching ; they are either too good to be true or too true to 
be good. 

Those who see statistics in the making are well aware 
how errors may creep in or be pushed in. Falsification may 
appear in many ways. The ailing may be transferred to 
another ward, another block, ancther hospital, there to die ; 
they may develop complications and be entrusted to the 
care of a physician and disappear from the surgeon’s series ; 
the unsuccessful cases may be indexed under another diag- 
nosis, or appear in the list of operations done by the assis- 
tant or the registrar. Quite apart from the temptation to 
dishonesty, there is, in the keeping and publishing of statis- 
tics, an almost insuperable temptation to the surgeon to 
depart from the only criterion of surgical rectitude—the 
best interests of the particular patient who is in the ward 
to-day and will be on the table to-morrow. 

The surgeon who never does a severe operation has the 
fewest deaths, but he saves the fewest lives. The man who 
limits his operations on hypertension to a small group of 
young people who respond well to all tests has a wonder- 
fully low death rate and high cure rate, but he passes by 
all those who need help most. The surgeon who closes up 
a high proportion of his cancer laparotomies as “ inoper- 
able” and reserves his resection for the early growths can 
show a fine record on paper ; how will he himself show up 
before the recording angel ? I personally suspect the man 
with huge figures and a negligible mortality of being a 
surgical spiv. 

One gastric surgeon surprised the world some years ago 
by recording 500 gastrectomies for ulcer with 0.6% mortal- 
ity. Fine ! He then reached a total of 1,000 cases with a 
mortality of 0.6%. Grand! A little later he popped up 
with 2,000 with a mortality of 0.6%. Marvellous! He 
now has 3,000 with a mortality of 0.6%. Incredible ; 
especially as the gastrectomies are all done under inhala- 
tion anaesthesia with open ether in a clinic where the 
science of anaesthesia is much where Morton left it. It is 
clear that to this man, a skilled surgeon, the figure of 0.6% 
is a symbol, a creed, a banner beneath which he goes into 
battle. It is his story, and he is going to stick to it. As 
for myself I shall leave him stuck. The only figures which 


_I find statistically significant are those recorded anony- 


mously and analysed impartially by someone with no 
personal interest in the verdict. Such are the many statis- 
tics published by Colonel Harnett on behalf of the British 
Empire Cancer Campaign, and Truscott’s analysis of twenty 
years’ records of cancer of the breast at the Middlesex 
Hospital. 

I have said, in my Rutherford Morison lecture, that a 
man is brought into surgery by a love of his fellow men 
and a sincere wish to help them. As the years go by experi- 
ence will increase that love and, if he uses it right, will 
make his power to help more effective. But he must leave 
it to others to judge in how far he has succeeded. 
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(From the Bland-Sutton Institute of Pathology, Middlesex 
Hospital) 


In a previous report on the treatment of 18 cases of sub- 


acute bacterial endocarditis with penicillin (Ward, Meanock, 


Selbie, and Simon, 1946) it was stated that the biochemical 
characters of 14 strains of streptococci isolated from these 
cases indicated that some were similar to Streptococcus 
salivarius, described by Andrewes and Horder (1906) as the 
most common organism of this type in the mouth and naso- 
pharynx and of frequent occurrence in subacute bacterial 
endocarditis, while the others were similar to a number of 
strains isolated by Okell and Elliott (1935) from cases of 
subacute bacterial endocarditis and from blood cultures in 
cases of dental sepsis. — 

It thus appeared likely that our strains of streptococci 
were of a type often found in subacute bacterial endo- 
carditis and of common occurrence in the region of the 
mouth. In our further investigation of streptococci from 
these sources it became evident that biochemical tests were 
of little value for the classification of the viridans strepto- 
cocci because of the inconstancy of biochemical reactions 
within the defined species or groups, as originally pointed 
out by Andrewes and Horder (1906). We therefore decided 
that an attempt should be made to classify these strepto- 
cocci by serological methods. 

In this communication it will be shown that when 
streptococci from cases of subacute bacterial endocarditis 
are tested with a number of antisera prepared by injecting 
rabbits with selected strains the reactions so obtained form 
a pattern on which a serological classification can be based. 
It will also be shown that -streptococci from throat and 
teeth also react with these antisera to form a similar pattern, 
indicating a close relationship between the streptococci of 
subacute bacterial endocarditis and those commonly found 
in the region of the mouth. Some data are also presented 
on the relationship between streptococci isolated at different 


stages in several cases of subacute bacterial endocarditis. . 


Material and Methods 


The investigation was based on 28 strains of streptococci 
isolated during the past three years at the Middlesex Hos- 
pital from 19 cases of subacute bacterial endocarditis and 
one case in which this condition was suspected, and two 
cultures of a strain of “streptococcus s.b.e.” (Loewe, 


Plummer, Niven, and Sherman, 1946)—one from a case | 


of subacute bacterial endocarditis and one of the same 
strain after passage through a rabbit—which were provided 
by Dr. Erna Altiire-Werber, of the Jewish Hospital, 
Brooklyn, N.Y. When the work was sufficiently advanced 


‘to show that these streptococci and similar streptococci 


from the throat, teeth, and other sources could be classified 
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serologically, an examination was made of three further 
collections of streptococci from cases of subacute bacterial 
endocarditis. The first of these, consisting of 39 strains 
from 30 cases, was supplied by Professor J. W. McLeod, 
of Leeds ; the second, consisting of 14 strains from 13 cases 
at St. Bartholomew’s Hospital, London, was supplied by 
Professor L. P. Garrod ; and the third, consisting of 14 
strains from 13 cases at St. Mary’s Hospital, London, was 
supplied by Sir Alexander Fleming. 

Streptococci from the throat and teeth were also investi- 
gated to see how far they could be correlated with the 
endocarditis strains. The 52 throat strains used were iso- 
lated from throat swabs taken by Dr. W. J. L. Sladen from 
21 members of the Falkland Islands Dependencies Survey 
in November, 1947, immediately before the expedition sailed 
for the Antarctic. Of the 51 strains from teeth 15 were 
isolated from teeth extracted from four endocarditis 
cases under the care of Mr. J. W. Schofield and 36 
were obtained during routine extractions in 18 cases 
under the care of Mr. A. L. Packham ; 32 of the latter were 
isolated from the apices of extracted teeth and four from 
the blood stream of three patients immediately after extrac- 
tion. Ten other strains of viridans streptococci were 
examined—three from specimens of sputum, four from 
abscesses, one from urine, and two from blood cultures in 
cases in which subacute bacterial endocarditis was suspected 
but not established. 

After isolation and verification of the purity of the 
cultures the streptococci were transferred to tryptic digest 
broth with 10% horse blood, incubated overnight, and 
stored at 4° C. for periods up to six months. 


Serological Tests 

Preparation of Antisera—The methods for producing 
antisera were essentially those used by Lancefield (1933). 
The immunizing antigen was prepared from 15 ml. of an 
18-hour culture of streptococci in 1% glucose digest broth ; 
the culture was centrifuged and the deposit of streptococci 
was resuspended in 15 ml. of normal saline. The antigen, 
which was kept at 4° C. when not in use, was injected 
intravenously into a rabbit in’ 1-ml. amounts daily for six 
days. The rabbit was then rested for eight days and given 
a second course of six daily injections with a fresh pre- 
paration of antigen followed by a rest period of eight days. 
This procedure was repeated until the serum developed 
enough antibody to give a satisfactory precipitin reaction 
with ‘the homologous organism. The rabbit was then bled 
from the carotid artery or by cardiac puncture and the 
separated serum, with the addition of merthiolate to give 
a concentration of 1 in 15,000, was kept frozen in the 
refrigerator. 

Untreated streptococci were at first used for immuniza- 
tion and produced good antisera in two rabbits, but several 
rabbits died with the lesions of bacterial endocarditis after 
one or two courses, so that subsequent antigens were treated 
either by heating at 60° C. for 30 minutes or by the addition 
of formalin to give a concentration of 0.2%. In some cases 
antisera giving a wider range of reactions were produced 
by the injection of antigen prepared from a strain 
after it had been grown for several subcultures in the 
presence of its homologous antiserum, a method that 
was used by Lancefield (1940) to produce variation in 
streptococci. 

By these methods a total of 28 antisera were pre- 
pared against eight strains of streptococci isolated from 
cases of subacute bacterial endocarditis at the Middlesex 
Hospital, one strain of the American “ streptococcus s.b.e.” 
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(No. 2) and one (No. 30) from a suspected case of subacute 
bacterial endocarditis. Twenty antisera were used for 
classification, comprising two (Nos. 2 and 3) produced b 

the injection of untreated streptococci, two (Nos. | and 16) 
produced by the injection of streptococci treated with 
formalin, and 16 prepared against four streptococci (Nos, § 
8, 10, and 30). Each of these four streptococci was used t 
produce four antisera—two by the injection of heat-treateq 
and formolized organisms and two by the same Procedures 
after growth of the streptococcus in its own antiserum. In 
the classification of our streptococci shown in Table | the 


TaBLe I.—Classification of Streptococci from Subacute Bacterial 
Endocarditis, Throats, Teeth, and Other Sources by Precipitin 
Reactions with Antisera 


Reactions with Antisera 

Group 
sisi s 3 16 | 2 1 10 
32< 12 + + 10 1 
14 + 6 2 - 
17 2 5 3 
la 41415 | + 2 5 1 $j 23 
9 + ~ os 4 - 1 4 7 
29 15 7 4 1 + + 21 
lla 55415 4 11 10 4 1 + 7 — 3 
il 8 3 3 1 4 $i-+¢ 4 
13 - - - | = + 
m | 225); | +] - 1 -|- ri 4 


The streptococci are classified into five groups each containing three series of 
strains, in each of which the reactions with the appropriate antisera are indicated 
thus: + = all strains positive; — = all strains negative; numeral = number of 
Strains positive. 
reactions indicated as positive under antisera Nos. 5, 8, 
10, and 30 represent positive reactions with any or all of 
the four antisera prepared against each streptococcus. 

Preparation of Extracts of Streptococci—The method 
used for the preparation of extracts of streptococci for 
precipitin tests was the formamide method described by 
Fuller (1938) for the extraction of polysaccharides and 
destruction of protein substances. 

Precipitin Tests—The method used for the precipitin test 
followed that of Lancefield (1933), 0.1 ml. of streptococcal 
extract being layered above 0.1 ml. of antiserum in a 4 by 
0.5-cm. tube. In positive reactions a precipitate at the 
interface usually formed within 10 minutes, but in some 
cases there was a delay of up to 30 minutes when the final 
reading was made. A diffuse flocculation was sometimes 
observed, but this type of reaction was ignored, as it could 
not be reproduced and was therefore obviously not specific. 


Biochemical Tests 


In the fermentation tests the test reagents were purified 
and used at a concentration of 1% in 1/5 strength infusion 
broth to which was added 1% bactopeptone, 0.5% NaCl, 
2% horse serum, and phenol red as indicator. The results 
were finally read after incubation for three days at 37° C. 
Starch-splitting was tested by a plate method following that 
described by Andrewes (1930) and Hodgson, Heggie, and 
Sutherland (1943). Bile resistance was tested by the method 
of Belenky and Popowa (1929) on 5% blood agar with 
40% bile prepared from “ difco ” dried ox bile. 


Results of Serological Tests 


Positive precipitin reactions to our antisera have been 
obtained with 181 of the 209 strains of streptococci exam- 
ined. These positive reactions are tabulated in Table I, 
where it will be seen that the streptococci are classified 
according to their reactions with groups of antisera. In 
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aint group of streptococci are 32 strains which react 
only with members of the first group of four antisera. In 
Group Ia are 41 strains reacting mainly with the same 


’ four antisera but having side-reactions with other antisera 


but not No. 16. Group II consists of 28 strains which 

react only with members of the second group of three anti- 

"sera ; while in Group Ila are 55 strains which react mainly 
with the same three antisera but have side-reactions with 

other sera. In Group III are 25 strains which react with 

antisera 30 and 10, only eight strains having side-reactions 

with other antisera. 
The results obtained with all the streptococci are shown 
in Table II, which also includes details of the classification 


TABLE Il.—Serological Classification of Streptococci from Various 
Sources 


No. | Group Lancefield | No 
of Reac- 
Strains| 1 | Ia | | Ha tion 
Endocarditis 
is 
Hospital. . 27 5| 8, 4 3 0 
Leeds 399 71 41 5) 4 
St. Mary’s Hospital 14 1 3 1 0 Ziti asity 3 
St. Barts. Hospital .. | 14 1} 4} 1 
“Streptococcus s.b.e.”” 2 1 1 
Total endocarditis 96 7) 1 1 8 | Sti is 8 
51 7| 12 8 | 19 2 
52 | 7] 9! 4 
Totalteeth and throats} 103 21] 12 | 38 0;3/0/0 6 
Other sources .. ia 10 1 1 1 4 1;0;0/;0/;]0 2 
All streptococci | 209 41 | 28 | 55} 16 


of streptococci from different sources. It will be seen that 
we have succeeded in classifying all 27 strains from cases 
of subacute bacterial endocarditis at the Middlesex Hos- 
pital and 61 of the remaining 69 endocarditis strains. The 
79 endocarditis strains in our serological groups are fairly 
evenly distributed in the five groups, but there is a prepond- 
erance of Group I streptococci in the Leeds collection and 
of Group II and IIa in the strains from St. Bartholomew’s 
Hospital. The 17 endocarditis streptococci which do not 
fall into our classification consist of nine strains reacting 
with Lancefield group antisera and eight with which we 
have failed to obtain any reaction with the antisera at our 
disposal. 

It is also shown in Table II that 94 of the 103 strains of 
streptococci from teeth and throats have been classified 
with our antisera. There is no difference in distribution 
within the five groups between the strains from these two 
sources, in spite of the fact that only streptococci showing 
a-haemolysis on blood agar were selected from cultures of 
teeth, whereas the streptococci from throats included 13 
strains producing no change in blood agar. The distribu- 
tion of the streptococci from teeth and throats in the five 
groups, unlike that of the endocarditis strains, is uneven, 
in that 38 strains, or over one-third, are found in 
Group Ila and only nine, or about one-tenth, in Group III. 
The proportion of streptococci from teeth and throats not 
falling within our classification is even smaller than in the 
case of the endocarditis strains, there being only nine such 
strains, three of which react with Lancefield Group D 
antiserum. 

Of the 10 streptococci examined from other sources, four 
belong to Group Ila, four are distributed among the four 
other groups, and two do not react with any of the antisera 
at our disposal. . 


Regarding the relationship of the streptococci falling ~ 


within our serological classification to streptococci of the 


Lancefield groups, we have found cross-reactions with only 
one streptococcus, No. 30, a strain which was not associated 
with subacute bacterial endocarditis. This streptococcus 
is heat-resistant, ferments mannitol, and reacts with Lance- 
field Group D antiserum, but it also reacts with five of our 
antisera, Nos. 5, 30, 8, 3, and 10 (Table I), and is thus a 
typical member of our Group Ia. Three of the antisera 
prepared against this streptococcus react with only a few 
streptococci and not with any of our Lancefield Group D 
streptococci, but the other antiserum, prepared after grow- 
ing the streptococcus in its own antiserum, reacts with about 
half our strains and also with five of our eight Lancefield 
Group D streptococci. 


Results of Biochemical Tests 


The results of some of the biochemical tests on the 
streptococci falling into our classification are shown in 
Table III. All strains ferment dextrose and sucrose. Only 


TaBLe III.—Biochemical Reactions 


Percentage of Strains Giving 


Positive Reactions in Group No 
Reac- 
I Ia | {ta | | 
Fermentation of: 

actose . 71 79 -90 71 76 70 
Inulin 16 7 4 16 14 
Raffinose . 37 38 36 49 44 42 
Salicin 62 57 14 34 52 42 
Trehalose . . as = ia 81 74 32 45 60 42 
Splitting of starch .. _ ia 238 36 7 29 52 35 
Growth on 40% bile blood agar . . 46 45 4 18 54 42 
No. of strains in each group ie | 32 41 28 55 25 16 


one strain, No. 30, which has already been mentioned, 
ferments mannitol. Fermentation of sorbitol, resistance 
to a temperature of 60° C. for 30 minutes, growth at 
45° C., or growth in 6.5% of sodium chloride are found 
in only a few strains, which are evenly distributed in the 
five serological groups. All except three strains produce 
clot and acid in litmus milk and clot in milk to which 
0.1% methylene blue has been added, although it has been 
stated by Sherman and his co-workers that all known 
streptococci seem to be inhibited by this concentration of 
methylene blue except the members of the lactic and 
enteric groups (Sherman, 1937; Sherman, Stark, and 
Mauer, 1937). 

The results in Table III show some correlation between 
the biochemical reactions and the serological classification 
of our streptococci. In Groups I and Ia a relatively high 
proportion of the strains ferment salicin and trehalose, 
whereas comparatively few strains in Group II ferment 
these substances. In Group II also there are only two 
strains that split starch and only one capable of growing 
on 40% bile blood agar, whereas a moderate proportion 
of the strains in the other groups respond to these tests. 
In Group Ila the proportion of positive reactions is inter- 
mediate between those in Group II and Groups I and Ia, 
thus showing a correlation with the serological charac- 
terization of Group Ila by its side-reactions with the 
antisera deterrnining Groups I and Ia. In Group III there 
is a moderate proportion of positive reactions to all the 
tests shown in Table III, with a higher proportion of strains 
capable of splitting starch than in the other groups. The 
streptococci not reacting with any antisera do not show 
any marked difference from the other groups. 


Streptococci in Relapses of Subacute Bacterial Endocarditis 


The properties of streptococci isolated at different times 
from 11 cases of subacute bacterial endocarditis are shown 
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TaBLeE IV.—Properties of Streptococci Isolated at Different Times in 


Cases of Subacute Bacterial Endocarditis 


Biochemical Reactions 
After 
Cases | Iectation | logical 
solation 
(0 = First |Group) 3 
Middlesex Hospital 
A (363)* 0 Ill + + + - + + + 
2 Ill + + + - + + + 
B (295) 0 ll + - + - - - - 
40 Il + + - 
Cc 0 + + + 
77 I + - - + + - - 
D (289) 0 4] + 
65 Ia} + - + + + + + 
+ 
Ia} + 4-+ 
+ 
334 Il | | | | | | 
St. Mary’s Hospital 
F 0 - + | | 
246 la | - + | + - - 
Leeds 
G I + + + 
41 I + -; + + + - + 
H 0 Ia - - + - + + + 
45 I + + + - 
I 0 Ila} — + - 
87 + - + - 
J 0 I + - + + 
61 I + + - + + - _ 
77 Ma} — - + + - 
250 D + - | - + + - - 


* Reference to case No. in communication of Ward, Meanock, Selbie, and 
Simon (1946). 


in Table IV. In all these cases, with the exception of 
Case A, the second strain has been isolated during a relapse 
after treatment with penicillin. In eight cases only two 
strains have been examined, and in four of these cases both 
strains are of the same serological group, while in the other 
four cases the two strains are closely related, one belonging 
to a group and the other to the corresponding subgroup. 
In Case D the primary strain, the relapse strain, and four 
strains isolated at necropsy more than two years later— 
three from vegetative lesions in the heart and one from the 
spleen—all belong to Group I or its subgroup, Group Ia. 
In Case J the primary strain and the first two strains 
isolated during relapse are all of Group I, but the two later 
strains belong to Groups IIa and III, although all five strains 
react with our antiserum 5. ; 

In all the nine cases of relapse that have been mentioned 
the serological properties of the streptococcus first isolated 
after penicillin treatment are so similar to those of the 
initial strain that it would seem that recrudescence of the 
original infection is a much more frequent cause of relapse 
than reinfection with another streptococcus. That reinfec- 
tion does occur, however, is well shown by Case K, in 
which the second infecting organism is a Lancefield 


_Group D streptococcus presumably derived from an abscess 


in the buttock from which a Streptococcus faecalis was 
isolated. 

The biochemical properties of these streptococci, also 
shown in Table IV, largely confirm the serological findings. 
Of the nine cases in which there is a close serological rela- 
tionship between original and relapse strains, six show 
identical biochemical reactions or a difference in only one 
test and two show only two differences, both in the direction 
of negative to positive, while only in Case H are there more 
than two differences or differences in both directions. 


- 


Distribution of Serological Groups in Teeth and Throats 


In cases in which more than one streptococcus has-been 
examined from the teeth of one patient it has been usual to 
find streptococci of different serological groups. Th 
11 strains isolated from seven extracted teeth from a 
of subacute bacterial endocarditis (Case C, Table IV) nine | 
are distributed in all our five groups and two are the opj 
strains from teeth in our collection that do not react wit 
any of the antisera at our disposal. The four strains that 
we have isolated from the blood stream immediately after 
the extraction of teeth are also a representative Series, two 
from one patient being of Groups I and Ia and two from 
two patients being of Groups II and Ila. Our findings are 
similar to the 48 streptococci isolated from the throat jn 
the 17 cases in which more than one streptococcus has been 
examined. In only one of these instances is one serologica} 
type alone represented, and in only two are there Only 
streptococci of a group and its corresponding subgroup, 

The limited data so far available thus show that there js 
no tendency for the streptococci of the teeth or throat in 
a single person to belong to one serological group. 


Endocarditis Streptococci in Relation to Response to 
Penicillin Treatment 


In Table V is shown the relationship between the response 
to treatment with penicillin and the sensitivity to penicillin 
and serological group of the streptococci isolated before 


TaBLe V.—Relationship of Result of Penicillin Treatment of 59 
Cases of Subacute Bacterial Endocarditis to Penicillin Sensitivity 
and Serological Group of Streptococcus Isolated Before Treai- 


ment. Streptococci Reacting with Lancefield Group Antisera 
Are Not Included 
Serological Response Reon logical 
Group cal of Case to of Peni esistance* of | logical Groups 
trepto- enicillin | 9.55_ 1-3~ 33, Bad All 
cocci Treatment | 9.75 1 2 | 46] 50 | Response | Cases 
Good 3; 0/1 3 
ce) 
la Bad | 0 0 3 5 0 5 14 
1 
0 
1 0 0 
None... Bad 0 1 0 0 0 
Totals in 
me Bad response 1 2 5 6 1 
sensitivity 16 | 12 [14 | 15 }. | 


* Penicillin resistance in vitro expressed as multiple of resistance of standard 
Oxford staphylococcus. 


penicillin treatment in the 59 cases in which the necessary 
information is available. Response to treatment is assessed 
as bad when the patient died without control of the infec- 
tion. This table has been examined by Mr. T. E. Cowan, 
F.C.LS., F.R.S.S., records officer, Middlesex Hospital, who 
states: “I agree that the main point brought out is that 


‘in total the proportion of bad responses to penicillin treat- 


ment increases with resistance of the infecting organism to 
penicillin. The regularity of the arithmetical progression is 
sufficient to justify this view. I do not think it can be 
taken that the classification according to the serological 
group of the infecting streptococci shows a correlation 
between the serological group and the response to infec- 
tion ; the numbers examined are too small to be statistically 
significant.” 
Discussion 
The difficulties presented by the complex antigenic struc- 
ture of the viridans streptococci have hitherto prevented an 
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uate classification of these organisms by serological 
methods. The situation is well exemplified by the observa- 
tions of Gordon (1922), who found that 16 strains of 
sir. salivarius represented at least 12 different types, 
whereas 125 of 131 strains of Str. pyogenes were of 

same serological type. We also have found that the 
viridans streptococci are a heterogeneous group of organ- 
isms, but we have succeeded in making a serological classi- 
fication by using antisera with a wide range of action and 
basing our classification on the reactions obtained with 
groups of these antisera. 

In this way we have been able to classify 181 (92%) of 
the 197 strains of our collection that do not belong to the 
Lancefield groups into five groups containing 32, 41, 28, 55, 
and 25 strains respectively. This represents a higher degree 
of success than that attained by Solowey (1942), who, with 
a similar collection of 205 strains of viridans streptococci, 
classified 136 strains (66%) into 14 groups, 11 of which con- 
tained only one to five strains each. It is noteworthy that 
Solowey’s three main groups, comprising 77, 23, and 13 
strains, were based on reactions with groups of seven, five, 
and two antisera respectively, whereas the other smaller 
groups were determined by reactions with single antisera. 


It would thus seem in the present state of our knowledge 
that these streptococci are amenable to classification only 
by studying their reactions to groups of antisera with a 
wide range of action. It would also appear necessary to 
prepare bacterial extracts for the precipitin test by the 
formamide method of Fuller (1938), which in our experi- 
ence provides a much more efficient antigen than the acid 
extraction method of Lancefield (1933), which was used by 
Solowey (1942). 

We have shown that viridans streptococci isolated from 
cases of subacute bacterial endocarditis have a distribution 
in our serological groups similar to that found in strepto- 
cocci from teeth and normal throats. The same observation 
has been made by Solowey (1942) on the basis of her sero- 
logical classification, and we agree with her that no distinc- 
tion can be made between the viridans streptococci derived 
from these different sources. It would, however, appear 
from our results that streptococci of Group Ila, the largest 
group in streptococci from teeth and throats, have less 
tendency to produce subacute bacterial endocarditis than 
the streptococci of the other four groups. These observa- 
tions nevertheless give further support to the view we have 
previously expressed in common with others that the viri- 
dans streptococci of subacute bacterial endocarditis come 
from the region of the mouth (Ward, Meanock, Selbie, and 
Simon, 1946). In the earlier communication we noted the 
association between dental sepsis and the initiation of the 
symptoms of subacute bacterial endocarditis, and here we 
have not only confirmed the finding of Okell and Elliott 
(1935) that viridans streptococci may escape into the blood 
stream during dental extraction but have also found that 
these streptococci belong to the same serological groups as 
those of subacute bacterial endocarditis. 


It. is not, however, generally agreed that the great 
majority of the streptococci of subacute bacterial endo- 
carditis are derived from the region of the mouth. It 
has recently been reported from America that about one- 
third of the streptococci isolated from cases of subacute 
bacterial endocarditis belong to a hitherto undescribed 
group of the viridans type, usually referred to as “ strepto- 
coccus s.b.e.,” which is not a normal inhabitant of the 
human mouth and has been given the name of “ Strepto- 
coccus sanguis” (Loewe, Plummer, Niven, and Sherman, 
1946 ; White and Niven, 1946). 


The two strains of “streptococcus s.b.e.” that we have 
examined have few of the biochemical properties ascribed 
to this group by the American authors, but in this respect 
are very similar to other streptococci of Groups II and Ila 
to which they belong in our classification. On the other 
hand, our findings with an antiserum we have produced 
with one of our strains of “streptococcus s.b.e.” (No. 2), 
which reacts with about 27% of our endocarditis strains, are 
similar to those of Schneierson (1948), who, working with 
American strains from cases of subacute bacterial endo- 
carditis, found that 23% of a total of 34 strains gave a 
positive precipitin reaction with an antiserum prepared 


against a strain of “ streptococcus s.b.e.” Washburn, White, | 


and Niven (1946) have described two serological types of 
“ streptococcus s.b.e.,” but have also found cross-reactions 


with other types of viridans streptococci. 


It would thus seem that further clarification is necessary 
before it is possible to assign the position of “ streptococcus 
s.b.e.” in relation to the other viridans streptococci. This 
is a question of some importance, because this group of 
streptococci is regarded as being somewhat more resistant 
to penicillin than the other viridans streptococci. In our 
experience, however, there appears to be no significant 
correlation between the serological characters of the strepto- 
cocci of subacute bacterial endocarditis and penicillin sensi- 
tivity or response of the case to penicillin treatment (Table 
V) except for the streptococci of Lancefield Group D, which 
are highly resistant to penicillin. 


Another question that has recently been raised concerns 
the position of Str: salivarius, which was originally described 
by Andrewes and Horder (1906) as the most common 
streptococcus in the human throat and of frequent occur- 
rence in subacute bacterial endocarditis. Sherman, Niven, 
and Smiley (1943) have now assigned this name to a strepto- 
coccus which is found in the human throat but has never 
been isolated from cases of subacute bacterial endocarditis 


and is identified by the production of large mucoid colonies 


on sucrose agar. We have confirmed that streptococci of 
this type are present in small numbers in a high proportion 
of normal throats, and that they form a homologous group 
in both their biochemical and their serological characters. 
They form a distinct group of streptococci, differing widely 
from all the streptococci that we have isolated from cases of 
subacute bacterial endocarditis and from the streptococci 
that are encountered in cultures obtained from teeth and 
throat by the usual routine methods. We are, however, of 
the view that, although Str. salivarius is an ill-defined 
species, its definition should remain sufficiently wide to 
include streptococci of the type originally observed by 
Andrewes and Horder (1906) and not be restricted to 
streptococci not usually met with either in the examination 
of throat swabs by routine bacteriological methods or in 
cases of subacute bacterial endocarditis. 


Our finding that streptococci isolated during relapses after 
penicillin treatment in subacute bacterial endocarditis are 
usually similar to the strains isolated before treatment is of 
some clinical importance in that it indicates that relapses 
are generally due to a recrudescence of the original infec- 
tion and not to reinfection. It would seem, therefore, that 
relapses after penicillin therapy are usually due to inade- 
quate treatment. That the dosage of penicillin in many 
cases may have been inadequate in relation to the resistance 
of the infecting organism is indicated by the findings in 
Table V, in which a bad response to penicillin treatment 
is correlated in 11 of 29 cases with a coefficient of resistance 
of 1.3 to 6 and in only three of 28 cases with a coefficient of 
resistance of 1 or less. It can therefore be expected that a 


lal to 
Is, of 
, Case 
Nine 
Only 
With 
that 
after 
, two 
from 
$ are 
at in | ; 
been 
gical 
Only 
Te is ee 
it in 
{ 
to 
onse 
illin 
fore 
59 
ivity 
reat- 
isera 
Ips 
mad 
8 
4 
8 
1 
5 
9 | 
ard 
ary 
ec- 
an, \ 
ho 
lat 
at 
to 
‘is 
be 
“al 
on 
ly 


672 Sept. 24, 1949 SEROLOGICAL CLASSIFICATION OF VIRIDANS STREPTOCOCCI Brisa 


MEDICAL JOURNAL 


general increase in dosage from half a million units of 
penicillin a day for 28 days to two million units a day for 
six weeks, as recently recommended by Christie (1949), 
will improve the results of penicillin treatment. 

There are, however, cases in which relapse cannot be 
ascribed to undue resistance of the infecting streptococcus 
to penicillin, and it may be that the causal organisms are 
so protected by dense vegetative lesions that they are 
inaccessible to the action of penicillin. It is now accepted 
that in conditions where the sources of infection are acces- 
sible the chances of a recrudescence of the infection can 
be greatly reduced by the removal of infected and avascular 
tissue after infection has been brought under control by 
penicillin (Hudson, Meanock, McIntosh, and Selbie, 1946). 
It is thus possible that surgery may yet provide a solution 
to the problem of persistent relapses after penicillin therapy 
in subacute bacterial endocarditis by evolving methods for 
the removal of the infected vegetations and the reconstruc- 
tion of damaged valves. 


Summary 


Streptococci of the viridans type from cases of subacute 
bacterial endocarditis ‘and from normal throats and extracted 
teeth have been differentiated into five serological groups. 

The distribution in the five serological groups of the strepto- 
cocci from subacute bacterial endocarditis is similar to that of 
the streptococci from throats and teeth, indicating that the 
streptococci of subacute bacterial endocarditis are derived from 
the region of the mouth. 

_ Streptococci isolated during relapses after penicillin treatment 
in subacute bacterial endocarditis are usually similar in their 
serological and biochemical characters to the streptococci iso- 
lated before treatment, indicating that relapses are generally due 
to a recrudescence of the original infection and not to reinfection 
by another streptococcus. 

The relationships of “ streptococcus s.b.e.” and Str. salivarius, 
as described by Sherman and his co-workers, to other members 
of the viridans group of streptococci are discussed. 
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TREATMENT OF EARLY SYPHILIs 
WITH PENICILLIN COMBINED 
WITH NEOARSPHENAMINE 
AND BISMUTH 


BY 


J. W. EAMES, M.B., Ch.B. 
Colonel, late R.A.M.C.; Formerly Adviser in Venereology 4 
the Army 4 
AND 


D. H. MILLER, M.B., Ch.B. 
Lieutenant, R.A.M.C. 


Since the introduction of penicillin for the treatment of 
syphilis routine standard courses of treatment have beep 
in use in the Army for the treatment of early cases. Jp 
1944 the first scheme of treatment to be used consisted of 
2,400,000 units of penicillin in aqueous solution given intra- 
muscularly in 60 divided doses, each of 40,000 units. Ip 
1946 it became obvious from a scrutiny of the records 
of patients so treated that there was a failure rate of 8% 
in the first six months (Marshall, 1946). 

In consequence, a course which consisted of 4,000,000 


units of penicillin in aqueous solution given intramuscularly ' 


in divided doses over a period of 124 days was introduced 
at certain military hospitals. Also, in view of the fact that 
Eagle and his co-workers (1946) showed that there was a 
synergistic action between penicillin and arsenic in the treat- 
ment of rabbit syphilis, a standard scheme was introduced 
at certain other scheduled hospitals in the United Kingdom, 
consisting of 2,400,000 units of penicillin together with ten 
daily injections of 0.06 g. of “ mapharside.” In addition, 
at one military hospital in the United Kingdom a series 
of cases of early syphilis was treated by means of a some- 
what similar course with the addition of 1 g. of bismuth 
(Willcox, 1946). 

The cumulative relapse rates following treatment by 
means of the above four schedules were calculated by 
James, Mackay, and Wright (1948) in a series of 281 cases, 
using a formula evolved by the Honorary Consultant in 
Statistics to the Army. By this means it was found that 
the cumulative relapse rates at twelve months in the case 
of patients treated with 2,400,000 units of penicillin were 
14% for sero-negative primary syphilis, 13% for sero- 
positive primary syphilis, and 17.5% for secondary syphilis. 
The results of the other courses of treatment were essentially 
much the same. 

In 1946 reports from the United States had shown that 
penicillin K was less effective than penicillin G in the treat- 
ment of rabbit syphilis, and that commercial penicillin had 
tended to contain increasing amounts of penicillin K. The 
Subcommittee on Venereology of the Army Medical and 
Personnel Research Panel therefore adopted a scheme of 
treatment by which a total of 4,000,000 units of penicillin 
was given over a period of ten days, combined with a course 
of neoarsphenamine and bismuth (Eames, 1948) ; the addi- 
tion of the latter conformed to the original suggestion of 
Harrison (1945). This schedule is the one considered here. 


Treatment, Surveillance, and Sources of Material 


The treatment was carried out as follows. During an 
initial period in hospital a course of 4,000,000 units of 
commercial penicillin (50,000 units in aqueous solution 
intramuscularly at three-hourly intervals over a period of 
ten days) was given. On the second, fifth, and ninth days 
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a patient received an intravenous injection of neoarsphen- 
amine, 0.3 8, 0.45 g., and 0.6 g., respectively, together with 
intramuscular injection of 0.2 g. of bismuth (1 ml. 
bismuthi B.P.). On completion of this treatment, 
po subject to the clinical condition, the patient was returned 
to full military duty. Out-patient treatment was started 
seven days after his last injection of arsenic as an in-patient, 
and consisted of eight weekly injections of 0.6 g. of 
neoarsphenamine and 0.2 g. of bismuth. Thus the total 
treatment was 4,000,000 units of penicillin, together with 
6.15 g. of neoarsphenamine and 2.2 g. of bismuth. 

It is the routine in the Army for all cases of syphilis, after 
completion of active treatment, to have clinical and sero- 
logical examinations at two-monthly intervals for six 
months, quarterly for one year, and six-monthly for a 
further year. A complete cerebrospinal fluid examination 
is carried out at the end of the first six months and also 
during the last six months.of this surveillance. Both 
Wassermann and Kahn tests (qualitative and quantitative) 
were invariably made at each serological examination in 
our series of cases. 

Nominal rolls of all cases treated at the special treat- 
ment centres in the United Kingdom by the schedule 
described above had been maintained from its inception. 
Thus it was possible to trace the records of all patients 
in whom treatment was initiated during the period 
December, 1946, to March, 1948, by examination of the 
record cards maintained at the Central Syphilis Register. 

Some of the cases on the nominal rolls described above 
were not suitable for the purposes of this investigation, as 
those previously treated and cases of congenital, latent, and 
tertiary syphilis had been included. These were discarded, 
together with any case in which there was a doubt about 
the initial classification of the disease. All of the patients 
were males of military age, the vast majority falling 
between the ages of 19 and 25. All were suffering 
from early syphilis—namely, sero-negative primary syphilis, 
sero-positive primary syphilis, and early secondary sypbilis. 

In all cases of sero-negative primary syphilis the 
Treponema pallidum had been: demonstrated in a 
scraping taken from the primary lesion and examined 
by dark-field. All other cases showed a positive serology, 
and the secondary cases showed such manifestations as a 
rash and /or mucous patches or condylomata. Tr. pallidum 
was demonstrated in 87% of sero-positive primary cases 
and in 65% of secondary cases. 

The record cards of 1,284 patients were examined, and 
of these, after discarding those of the patients described 
above, 1,028 were found to conform to the terms of refer- 
ence of the survey. The distribution of patients according 
td the stage of the disease is shown in Table I. 


TasBLe I.—Analysis of Cases According to Stage of Disease 


Sero-negative primary .. 353 (34-69 

Sero-positive primary .. 443 (42° 

Early secondary .. 232 22-5%) 
Total 1,028 (100%) 


As the form of treatment under survey was not begun 
until December, 1946, it was possible to consider a 
maximum follow-up of only 18 months. 


Criteria of Efficacious Treatment 


In reviewing the results of treatment a patient was con- 
sidered to have made satisfactory progress, to have relapsed, 
to have failed to respond to treatment, or to have become 
reinfected. 


A case was regarded as having progressed satisfactorily 
if it conformed to the following criteria: (i) all lesions 
of syphilis had healed at the conclusion of treatment and 
surveillance ; (ii) serological tests for syphilis were negative 
at the end of surveillance ; and (iii) the cerebrospinal fluid 
examination was normal. 

Relapse was diagnosed from the presence of fresh clinical 
manifestations of syphilis from which the Tr. pallidum 
could be isolated, or a change in serology from negative to 
positive, or abnormal C.S.F. findings. ll patients still 
having a positive serology four months after treatment had 
ceased were classified as treatment failures, when further 
treatment was begun. 

Patients were classified as “ defaulters ” at that time when 
for any reason they ceased to be followed up, or, alterna- 
tively, in the case of patients treated during the last months 
of this investigation, at the stage in which, though satis- 
factory progress was being made, the survey period closed. 
Thus a patient completing treatment in December, 1947, 
would be shown as “ defaulting” at nine months if satis- 
factory progress was made up to September, 1948, as no 
records would be available after that date (see Table II). 


TaBLe II.—Showing Default” from Surveillance 


| Secondary | Total 
Initial no. of cases examined ‘a 353 439 230 1,022 
Cases completing all treatment .. 274 321 159 754 
Cases ** defaulting ”’ in first 2 months 90 137 70 297 
Cases left at beginning of 3rd month | 184 183 89 456 
“* Defaulters ” (3-5 months) os 37 30 10 77 
Cases left at beginning of Sth month | 145 152 69 366 
Defaulters (S-7 months) 32 14 75 
Cases left at beginning of 7th month | 113 113 54 280 
** Defaulters (7-10 months) 37 38 24 99 
Cases left at beginning of 10th month 72 69 29 170 
“** Defaulters ” (10-13 months) a 34 30 15 79 
Cases left at beginning of 13th month 36 38 14 88 
** Defaulters ”’ (13-16 months) P 22 22 7 51 
Cases left at beginning of 16th month 11 13 7 31 
** Defaulters ” (16-19 months) a 5 9 5 19 
Cases left at beginning of 19th month 6 3 1 10 
“* Defaulters ” 6 3 10 


the beginning of any one month are those 
It is impossible to classify any case defaulting from sur- 
veillance before the fourth month of follow-up if the sero- 
logy remains positive with no clinical signs of relapse. 
Such were therefore rejected from the pool of data. Thus, 
of 1,028 patients initially considered only 1,022 could be 
utilized, as two (0.86%) in the group diagnosed as secondary 
syphilis and four (0.9%) from the sero-positive primary 
group had to be rejected. 


Results of rapy and Discussion 


Tables II, III, and IV’ show in crude figures the results 
of treatment and follow-up of all categories of patients 


TaBLeE III.—Muco-cutaneous Infectious Relapses—Crude Figures 


Tro-neg. Sero-pos. 

Months After Treatment imary Primary Secondary Total 
0-2 1 1 0 2 
2-4 3 2 0 5 
4-6 2 4(1) 0 6 (1) 
6-9 1 0 0 1 
9-12 3 (2) 1 0 4 8 
12-15 0 1 (1) 0 1(1 
15-18 ‘2 0 0 0 0 

Total i 10 9 0 19 


igures in parentheses denote cases considered to be possible reinfections—e.g., 


Fi 
2 of the 3 at 12 months. 


treated. It will be seen that there is an extremely high rate 
of “default.” This was consequent upon the rapid rate 
of release from the Forces over the period during which 
this investigation was carried out. 
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TasBLe IV.—Total Relapses—Crude Figures JasLe VII.—Analysis of Relapses and Failures Occurring in Sero. 
- positive Primary Syphilis 
Sero-neg. Sero-pos 
Months After Treatment Prim Secon Total as 
3 3 i 2 | 41 6 | 9 | 12 | a5 
4-6. a are <s 4 6 (1) 1 1 i (1) mths | mths | mths | mths | mths | mths 
6-9 2 1 0 
9-12 3° 0 6 (2) Muco-cutaneous 1 1 1 3 
12-15 0 @) 1 (1) 1 1) Muco-cutaneous and serolo- 
15-18 ‘ 0 0 0 ni iy diagnosed’ 2 
infection .. ee 1 
Total 14 16 4 34 4 
Figures in parentheses denote cases considered to be possible reinfections—e.g., Serological relapse aa 1 1 2 1 2 ’ 
2 of the 3 at 12 months. Treatment failures:. 
Serological fast .. es 4 4 


Of the 353 sero-negative primary cases beginning treat- 


ment, 14 were considered to have shown unsatisfactory 
progress: these are analysed in detail in Table V. It will 
Taste V.—Analysis of Relapses in Sero-negative Primary 
yphilis 
No. of Cases 
Total 
T. of Relapse 
aie 7 2 mths | 4 mths | 6 mths | 9 mths | 12 mths | ©4S¢S 
Depeo-cutamnous relapse .. 1 1 1 3 
ini y as re- 
infection .. . 1 2 1 2 6 
Serological relapse 1 1 1 1 4 
Asymptomatic neuro-relapse 1 1 


be seen that no patient relapsed after the twelfth month, 
but, in view of the relatively small number of cases remain- 
ing (36) at the time, this is not necessarily significant. The 
one case of asymptomatic neuro-relapse which occurred 
was diagnosed on an abnormal cerebrospinal fluid found 
on routine lumbar puncture during the sixth month. 

Of the above 14 cases considered to have relapsed six 
were diagnosed by the clinician concerned as reinfections. 
In view of the uncertainty of differentiating between relapse 
and reinfection at the present time, and as the cases did not 
completely satisfy the criteria of Halley and Wassermann 
(1928) or Moore (1943), they have been classified as relapses 
(see Table V). All these cases had been previously sero- 
negative, in all of them Tr. pallidum had been demonstrated 
in the new lesion, and all gave a history of recent exposure. 
In only two cases, both occurring one year after treatment 
ceased, were all Moore’s criteria fulfilled (see Table VI), 


Taste VI.—Application of Moore's Criteria of Reinfection to Cases 
so Diagnosed Clinically 


Serology Time History | New Site | Change 
Type of | Before Since |ofRecent| for in Coriclusion 
ase Possible | Treatment| Expo- | Primary | Sero- 
einfn. Ceased sures Sore logy 
Sero-neg. P.| Neg. 2 mths Yes No No M/C relapse 
year Yes | Poss. reinfn 
” ” ” ” ” ” * No M/C relapse 
” 1 year ” ? Yes ” 
15 mths Yes Poss. reinfn. 


but in neither of these was there adequate proof that the 
new sore occurred in a different lymphatic shed from the 
original. In these two cases there was a sero-reversal after 
the appearance of the new sore, and they can therefore be 
considered to be possible reinfections. In no case, however, 
was there any record of an infected consort being traced. 

Among the 439 cases of sero-positive primary syphilis 
there were 20 which made unsatisfactory. progress. These 
are analysed in Table VII, from which it will be seen that 
serological relapse is more common than in sero-negative 
primary syphilis, and that, for the first time, treatment 


failures (serological-fast cases) appear. Those cases which 
were in the first instance clinically diagnosed as reinfections 
are considered in Table VI. Two of these cases fulfil aj 
of Moore’s criteria ; but again, with the notes available 
difficulty arises regarding the exact site of the alleged fresh 
primary sore. 

Thirteen of the patients treated for secondary Syphilis 
failed to show satisfactory progress, nine of these 
treatment failures (Table VIII). There were no mugo. 


Tas_e VIII .—Analysis of Relapses and Failures in Early Secondary 


yphilis 
No. of Cases 
T 
Type of Relapse 2: 4 6 ) 12 15 Cant 
mths | mths | mths | mths | mths | mths 

Serological relapse . 1 i | 
Asymptomatic neuro-relapse 1 | 
Treatment failures 9 9 


cutaneous relapses in this group of cases, and no case was 
diagnosed as a reinfection. 

Moore (1948) expressed the opinion, which he said was 
instigated by the statisticians, that in order to avoid getting 
a false statistical picture it would be unwise, owing to 
inevitable attrition, to draw conclusions about the effects 
of treatment in early syphilis without at least a thousand 
cases to begin with, and that when evaluating such material 
it was essential to use an actuarial method. 

Of the 1,022 cases originally considered suitable, 754 
completed the full scheme of treatment, and it is from this 
number that the cumulative relapse rates are calculated 
(see Table II). The results can therefore be considered as 
only approximate. It is impossible to assess the sampling 
error in the method of calculation used, and towards the 
latter end of the survey this is not inconsiderable. 

An extremely large number of patients were lost to 
observation during the post-treatment surveillance period 
owing to release from the Service. In order to allow for 
this, the cumulative relapse rate (both total and infectious 
muco-cutaneous) has been calculated from the crude figures 
shown in Tables II, III, and IV. Treatment failures are 
not included in the cumulative relapse rates shown, but 
are considered separately. The method of calculation used 
by James, Mackay, and Wright (1948) has been utilized. 

The total and infectious (muco-cutaneous) cumulative 
relapse rates are shown in Table IX. Here all those cases 
diagnosed as reinfections by the clinician concerned are 
classed as relapses. If the four cases which were possible 
reinfections (see above) are considered to be in fact such, 
then the rate is as shown by the figures in parentheses. 
It will be seen that the total cumulative relapse rate at 
18 months is somewhat less for early secondary than for 
sero-positive primary syphilis. This is a trend which is ip 
accordance with the results of others. For all types of 
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at of Best Six cases of jaundice occurred in the series, but, since 
Tams 1X.—Analysis of it is genetally accepted that this condition is of infective 


Time | Sero-nes- Primary | Sero-pos. Primary | Secondary Total 


(ees) | 5-652) 8:25 (5-08) 


Total Relapse Rate 
3-6°% 


5-7% 69% (62%) % | 57% (52%) 
6» 6% (9:3% 13-0% (12:3%) 3-6%, 12-1% (9-39 
nm | | | 1248 


in parentheses show cumulative relapse rutes when possible reinfections 

ate secede ror here is considerable in view > the small number of cases 
cases considered the muco-cutaneous relapse rate, which 
from a public health point of view is an important yard- 
stick by which to judge the efficacy of treatment, is either 
3.2 or 5% at 18 months. The Clinical Co-operative Group 
figures (Moore, 1943) show that 85% of such relapses occur 
in the first two years of surveillance after long-term. 
arsenical and bismuth therapy. 

Moore (1947), utilizing a total dosage of 2,400,000 units 
of penicillin, quotes a cumulative relapse rate at 11 months 
of 15%, and of 21% for a schedule of 2,400,000 units of 
commercial penicillin with the addition of 320 mg. of 
arsenoxide (in eight daily injections each of 40 mg.). 
Reynolds (1948), in considering various schedules of treat- 
ment for early syphilis by means of commercial penicillin 
alone (totals of 4,800,000 units two-hourly for eight days, 
4,800,000 units three-hourly for eight days, and 9,600,000 
units three-hourly for 15 days in divided doses), gives a 
combined cumulative relapse rate of 16.43% during the 
twelfth month of follow-up. At the end of the twelfth 
month the cumulative relapse rate (total) for the scheme 
discussed in this paper is either 12.1 or 9.3%, depending, 
as stated above, on whether certain of the cases diagnosed 
-as reinfections are included as relapses or not. At the end 
of the eighteenth month these figures are 15 or 10.8%. 
The cumulative relapse rates thus appear to be at least as 
satisfactory as, if not superior to, those obtained with the 
various schemes of treatment reported in the last few years. 


Toxic Reactions 
It was not always easy to judge from the clinical notes 
made at the time whether such toxic reactions as were 


observed were definitely due to penicillin or to arsenic.- 


This is especially the case as regards ninth-day erythema, 
which tends to occur at about the same time as urticarial 
reactions due to penicillin. However, in most cases the 
clinician treating the patient expressed an opinion concern- 
ing the causation, and in cases in which there appeared 
to be a doubt the toxic reaction has been considered as 
being due to arsenic. In consequence the actual arsenical 
toxicity rates may in fact be less than those given 
below. 

Reactions due to penicillin, either local or generalized, 
were rarely recorded. Such cases of penicillin urticaria 


‘aS were noted responded to treatment, usually with no 


interruption of the routine antisyphilitic therapy. 

There were 33 cases in which the toxic effects occurring 
were considered to be due to neoarsphenamine. In 28 of 
these no more arsenical treatment was given to the patient 
after the toxic reaction ; in the remaining five cases treat- 
ment was interrupted, but was later resumed. Seventeen 
cases of arsenical toxicity occurred in the first three weeks 
of treatment ; the remainder showed a fairly even scatter 
throughout the rest of the period of treatment. 


origin, they are not included in the series of toxic effects 
considered to be due to neoarsphenamine. Of these six 
patients, one developed jaundice during the first ten days 
of treatment, the remaining five at intervals between two 
and five months after the beginning of treatment. 

The following analysis of the 33 reactions caused by 
neoarsphenamine shows that the vast majority were in the 
nature of a dermatitis: Toxico-dermal reactions: ninth- 
day reaction, 9 cases; dermatitis, 19; pruritus, 1 case. 
Gastro-intestinal reactions: nausea, 1 case. Other 
reactions: encephalopathy, 1 case; agranulocytosis, 1 
case ; albuminuria, 1 case. 

During the hospital phase of treatment, in addition to 
the nine cases of ninth-day erythema observed, six patients 
showed toxic reactions due to arsenic: of these, one 
developed a punctate dermatitis and treatment was inter- 


rupted for a week but was later resumed ; in the five others, - 


which included one case diagnosed as arsenical encephalo- 
pathy, treatment with neoarsphenamine was discontinued. 
In five of’ the nine cases of ninth-day erythema arsenical 
therapy was also discontinued. During the out-patient 
phase of treatment toxic reactions occurred in 18" patients, 
and in all of them treatment with neoarsphenamine was 
permanently stopped. 
There was no fatality among the patients in whom toxic 
reactions occurred, and in only three cases could there have 
been considered to be a danger to life. These latter con- 
sisted of one case of exfoliative dermatitis, which occurred 
in a patient with sero-negative primary syphilis 74 days 
after the onset of treatment ; one case of agranulocytosis 
with angina, which occurred in a patient with sero-negative 
primary syphilis 23 days after treatment started ; and one 
case of arsenical encephalopathy occurring nine days after 
the beginning of treatment in a patient with secondary 


. Syphilis. All these patients received BAL (OX 217) in the 


following dosage: 4 ml. four-hourly for three doses on the 
first and second days of treatment, and daily doses of 4 ml. 
for the next two to five days. 

Since records are complete for the in-patient period of 
treatment, toxic reactions within the first ten days can be 
expressed as a percentage of all cases completing hospital 
treatment. With regard to reactions occurring in the out- 
patient period of treatment (late toxic reactions), the 
number of patients completing all treatment and the 
number “defaulting” during the out-patient phase are 
known. A _ reasonable estimate of the total number 
exposed to the risk of toxicity will therefore be the total 
of those known to have completed treatment, plus half 
the number of patients “defaulting” during this phase 
(Table X). With this assumption, for all the patients 


TABLE X.—Crude Figures of Number of Patients Exposed to Toxicity 


‘7 Sero-neg. | Sero-pos. 


(a) No. of patients starting hospital 


treatment 353 439 230 1,022 
(6) No. of patients completing O.P. 
c) No. of patients completing p: 

of O.P. treatment .. 79 118 71 268 


(d) Estimated no. of patients exposed 
to risk of toxicity in O.P. 
rtion of treatment = (6) + 


(e) Total no. of early toxic reactions 
(first-phase treatment) Se 5 5 4 14 

(f) Total no. of early toxic reactions 
in which treatment stopped . . 3 4 2 9 

(g) No. of toxic reactions in O.P. 
. treatment phase ks 6 10 3 19 
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treated, the toxicity rate during the early portion of treat- 
ment is 1.37%, and that for the out-patient phase of treat- 
ment 2.14%—thus giving an estimated total toxicity rate 
of 3.51%. In Table XI these figures are broken down 
according to the stage of disease when first treated. 


TABLE XI.—Analysis of Rates of Toxic Reactions 


Sero-neg. | Sero-pos. 
Primary | Primary Secondary} Total 


Toxicity rate during hospital phase 


of treatment 1-41° 1-139 1-372 
Latetoxicityrate 1915) 1-547 2148, 
Iitoxicity rate; | 3-328 | 3-768 3-26% | 3-518 


* Summary and Conclusions 


An analysis of the results of treatment of 1,028 patients 
treated for early syphilis, with a schedule consisting of 4,000,000 
units of penicillin combined with one course of neoarsphen- 
amine and bismuth, is described. 

There was a high rate of “default” from surveillance due 
to the rapid release of patients from the Service. In order 
to offset this and to obtain a true statistical picture an 
actuarial method has been used. 

If all patients who were considered by the clinician con- 
cerned to have become reinfected were accounted for as 
relapses, then the total cumulative relapse rate at 18 months 
was found to be 15% and the cumulative muco-cutaneous 
infectious relapse rate 8.2%. If four of the ten cases 
clinically diagnosed as reinfections are accepted as such 
these relapse rates would be 10.8 and 5% respectively. These 
results would seem to be more satisfactory than those reported 
by others using commercial penicillin alone and in combination 
with mapharside by the semi-intensive method. 

Treatment failures (cases showing sero-resistance) were small 
in number, being 0.9% of sero-positive primary cases and 
3.87% of secondary cases. 

Toxic reactions were of a very low incidence, occurring in 
3.51% of all patients treated, and there were no fatalities. 


We are indebted to Brigadier J. Bennett, Director of Medicine and » 
Consulting Physician to the Army, and Brigadier H. T. Findlay, 
Director of Pathology, for permission to submit this paper for 
publication, and to the venereologists working at the various treat- 
ment centres for their co-operation. Our thanks are also due to 
Major R. B. Stalbow for his advice in regard to the statistical 
problems involved. 
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The current issue of the Practitioner is devoted to-a review 
of the first year’s working of the National Health Service. 
All the contributors are anonymous, but there is an editorial 
assurance that they are outstanding in their own spheres. A 
physician concludes that “there is no evidence that the health 
of the nation has benefited from the first year of the National 
Health Service. On the other hand... no great harm has 
resulted.” A surgeon puts forward a number of constructive 
suggestions, and an obstetrician takes the view that “ the field 
is set for a wonderful experiment which could not fail to yield 
encouraging and possibly dramatic results.” General practi- 
tioners put forward their own distinctive views, and two newly 
qualified practitioners contrast their enhanced material security 
with certain spiritual doubts. 


SEX HORMONE UPSET IN AFRICANs 


BY 


J. N. P. DAVIES, M.D. 


Pathologist, Colonial Medical Service, Uganda; Pars; 
Lecturer in Pathology, Makerere College Medical Schooh 


Only in the last few years has interest begun to be focused 
on the non-parasitic pathology of Africans. The Baps in 
our knowledge are so immense that it is extremely UNWise 
to be dogmatic on any point in African pathology. Neyer. 
theless, from the few centres where pathological investiga. 
tions, and particularly necropsies, are being carried out 
reports are accumulating which show that there are Striking 
differences between the incidence of various lesions jp 
Africans and in Europeans. These have been reviewed 5 

Lewis (1942) and Gelfand (1948). Owing to the total 
absence of reliable statistics it is usually very difficult to 
express these differences, and all figures must be interpreteg 
with great caution. Certain of these differences are ey. 
plicable on climatic or parasitic grounds, others, such as 
sickle-cell anaemia, on racial grounds, but the majority stijj 
defy explanation. 

In this paper I suggest that certain of these so far unex. 
plained differences are explicable on the assumption that, 
because of the almost universal liver damage, Africans are 
subject to oestrinization on almost a national scale, or even 
on a continental scale. As chemical analyses of the urines 
to ascertain sex hormone excretion have not yet been per. 
formed, it is proposed to review the evidence supporting 
this hypothesis. 

Malnutrition in Africans 


It has long been known that there is a very high incidence 
of liver disease in Africans and that cirrhosis js 
extremely common (Vint, 1931); in fact, in East Africans 
and in the South African Bantu it has been found to be 
almost universal (Davies, 1948a, b, c ; Gillman and Gillman, 
1948). Recently evidence has accumulated which suggests 
that this liver damage is largely the result of malnutrition, 
assisted perhaps in certain areas by the effects of parasites 
(Davies, 1948a, b, c). Owing to malnutrition a fatty liver 
develops early in childhood and cell accumulations then 
occur with fibrosis, with or without the deposition of iron. 
Cirrhosis of the liver of a Laennec type often develops even 
in young children. In those less affected who survive, 
the liver is permanently marked and often functionally 
upset. 

After childhood is passed recurrent episodes of malnv- 
trition or chronic infections will precipitate further attacks, 
so that these patients present, both clinically and patho- 
logically,, a state somewhat similar to that seen in young 
children. Other causes of liver damage, such as infectious 
hepatitis and post-arsenical jaundice, are also common in 


Africa, and there is reason to suppose that nutritional. 


hepatic necrosis occurs in Africans as it is suspected to 
do in Ceylon (Fernando, Medonza, and Rajasuriya, 1948). 
Clinically, Trowell (1946) has found that this malnutritional 
syndrome, kwashiorkor, is extremely common in African 
children, and, owing to the prolonged period of breast- 
feeding and the absence of a proper weaning period, few 
African children escape without at least a minor attack of 
the condition. This clinical observation is fully in accord 
with the pathological finding of almost universal liver 
damage at necropsy. 

There is thus evidence that from early childhood a high 
proportion of Africans have damaged livers. This has 
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many profound effects, but in particular it has been shown 
that when the liver is damaged, as in cirrhosis, it is unable 
to inactivate oestrogens (Glass, Edmondson, and Soll, 
1940). Nor is cirrhosis necessary, for Hibbs (1947) and 
Klatskin, Salter, and Humm (1947) have described gynae- 
comastia in malnutrition. It has been shown that the liver 
fails to inactivate oestrogens where there is vitamin B 
deficiency (Biskind and Biskind, 1942) or where there is a 
lack of lipotropic factors (Gyérgy, 1945). Lipotropic factor 
deficiency gives rise to fatty infiltration of the liver similar 
to that found in kwashiorkor (Davies, 1948a, b, c). There- 
fore, if Africans have damaged livers, which generally is 
known to be the case, then signs of oestrinization should be 


widespread in Africa. 


Evidence of Oestrinization in Africans 

If from an early age Africans are subjected to oestriniza- 
tion many profound changes might be expected. Most of 
the experiments performed to show the effect of oestrogens 
have been carried out in mice and other laboratory animals, 
and it is as yet uncertain how far similar changes occur 
in humans. The general change in males is to produce 
“feminization” associated with certain mental changes. 
Feminization will be manifested by changes in the general 
body configuration and by gynaecomastia. The endocrine 
glands are affected and the incidence of certain endocrine 
disorders should be altered. The known carcinogenic pro- 
perties of oestrogens might be expected to be shown by a 
high incidence of certain types of cancer, and since, if this 
theory is correct, oestrinization occurs from an early age, 
then the age incidence of these cancers would probably be 
lower than in Europeans. In African females a high 
incidence of cystic hyperplasia of the breast, of endo- 
metriosis, and of endometrial cancer might be expected. All 
these possibilities will be briefly examined. 

Changes in the Body Configuration of Africans.—Lewis 
(1942) points out that the anthropologists have long sought 
to explain the origin of racial characteristics by the action 
of hormones and have so explained the slender build of 
the Bantu (castration effect). Gordon (1933), dealing with 
amentia in the East African, stated: “I may mention that 
I have found gynaecomastia to be common and also a 
marked general feminoid tendency in the males of our own 
tribes.” He also mentioned the frequency of bilateral 
hyperplasia of the parotids, a condition now known to be 
associated with malnutrition in Africans (Davies, 1948a ; 
Gillman, Gilbert, and Gillman, 1947). It may be men- 
tioned in passing that the work of Gordon and of Vint 
(1933) on the African brain and mentality, which attracted 
great interest, would appear to have been carried out on 
Africans showing what we now recognize as severe stigmata 
of malnutrition possibly associated with endocrine upset. 
In association with this feminization it may be noted that 
the body and beard hair of Africans is often very soft and 
downy and they rarely shave, while in health their skins are 
beautifully soft and satiny. 

Gynaecomastia—This is uncommon in_ temperate 
regions. Karsner (1946) gives its incidence in the U.S. 
Army as 16 per 100,000 and in the U.S. Navy as from 
6.96 to 9.46 per 100,000. There is no doubt about its 
frequency in Africans: Gelfand (1948) comments on its 
prevalence in Rhodesia, and in a recent survey of 500 
railway workers in Nairobi Trowell (1948) found it present 
in moderate degree in 3% of these and in severe degree in 
2%. Thus 5% of these supposedly healthy men exhibited 
this lesion, which Karsner (1946) concluded to be an 
indication of oestrogen upset in the male. My colleague 
Mr. E. M. K. Muwazi informs me that in certain parts of 


Uganda operations for the removal of these unsightly male 
breasts are often demanded, and in Mulago Hospital this 
is an operation not infrequently performed. Testicular 
atrophy is often associated with gynaecomastia, and while 
no figures can be given there is no doubt that testicular 
atrophy and oligospermia are common in Africans. 

Inguinal Hernia—Dr. Burrows has kindly drawn my 
attention to the effects of oestrogens in causing inguinal 
hernia to develop in mice. While no figures of exact 
incidence can be given there is no doubt that hernia is 
very common in Africans. Connell (1930) has mentioned 
its frequency in African males and also its relative infre- 
quency in African women. Herniae are extremely com- 
mon in Uganda and a vast number are operated upon 
each year. Undescended testicle does not appear to be 
common, but I am informed (McAdam, 1949—personal 
communication) that at operation the cord is often found to 
be short. 

Thyrotoxicosis.—The rarity of thyrotoxicosis in Africans 
is a striking feature of African medicine. While goitre is 
not uncommon, and is even remarkably common in certain 
endemic foci—e.g., in Sierra Leone (Blacklock, 1925)— 
thyrotoxicosis is very rare (Gelfand, 1948). Of the many 
thousands of biopsy specimens examined in Kampala 
between 1931 and 1949 only two specimens were found 
to come from Africans diagnosed as having thyrotoxicosis 
and with the history supporting this diagnosis. In the same 
period only one case came to necropsy. Thyroid adeno- 
mata, however, are common. Oestrogens are reported as 
having an inhibitory action on the thyroid (Cameron, 1945), 
and, though this not so great as to be effective in moderate 
or severe thyrotoxicosis, in mild cases they may be effec- 
tive (Farbman, 1944). While the cause of the rarity of 
thyrotoxicosis in Africans is obscure, it is possible that 
oestrinization might account for its rarity. 

Effects in the Female.—Cystic hyperplasia in women is 
now attributed to excessive oestrogen stimulation (Willis, 
1948). Ellis (1937) refers to the frequency of this condition 
in African women, finding that in the women he examined 
51% had nodules of cystic hyperplasia and 14% had cysts. 
He thought that, since he found carcinoma of the breast to 
be unusual in African women, cystic hyperplasia could not 
be a precancerous lesion. Evidence of the effects of exces- 
sive oestrogen stimulation upon the endometrium appears, 
in my experience, to be frequently seen in the biopsies sub- 
mitted, but as these are from selected cases no figures can 
be given. Evidence of infertility is also difficult to pro- 
duce, but the abortion rate is believed to be high. In their 
studies in Ulanga, Tanganyika Territory, the Culwicks 
(1938) found that the fertility rate of the older women was 


very low, possibly correlated with a severe famine in their ° 
youth, but that the fertility rate of the young women, while . 


low, was much higher than that of the older women. 


Cancer in Africans 

The influence of oestrogens in the causation of cancer 
has aroused very great interest. The study of the incidence 
of cancer in Africans is beset with immense difficulties. 
There is an almost total lack of reliable vital statistics in 
Central Africa ; women come to hospital less often than 
men, and the severe bed-pressure means that where nothing 
further can be done patients have to be returned to their 
homes, while adequate diagnostic facilities are concentrated 
in a few centres only. 

An important consideration is that relatively few Africans 
live to enter the cancer age, for, as Barnard and Robb- 
Smith (1945) point out, almost half the total cancer mortality 
in England and Wales occurs in persons of 65 years and 
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over. 


60 years and 1,635 were below the age of 40 years. 


cancer in Africans. 


In the absence of proper statistics it is possible to put 
forward for consideration only the figures obtained from 
the necropsy records of Mulago Hospital over the period 
1931-49 and the figures of the cancers diagnosed from 
biopsy specimens in the Kampala Laboratory over the same 
period. This laboratory serves the whole of Uganda, with 
a population of about five millions. All Asiatic and Euro- 
pean cases have been excluded, and, so far as possible, all 
cases which subsequently came to necropsy at Mulago Hos- 


pital ; and, while it is not possible to say that all such have 
been excluded, it is certain that the overlap is slight. End- 


less discussion could take place over the exact ascription 


of many of these tumours, so the diagnosis recorded in each 
case has been accepted as the correct one. Cases of meta- 
static cancer in which the primary source was not stated are 
not included in Table I. 


TABLE I[.—Cancers in Uganda Africans 


Site Biopsy Necropsy Site Biopsy Necropsy 
Carcinoma 
Skin: . 
Epithelioma so 3 2 Gall-bladder 0 2 
Rodent ulcer a 1 Ureter 1 0 
Penis .. 1 Urethra 1 0 
Eye .. 0 Bladder 10 3 
Lacrimal gland 0 Prostate 5 
Buccal cavity and lip 21 1 Testis 2 
Antrum 1 Ovary 4 
Nose . 1 0 Uterus, body — 1 
Branchial 3 1 Uterus, cervix a 1 
Ocesophagus 2 3 Vagina 1 
Salivary gland 43 0 Vulva 0 
Stomach 6 8 Breast . 64(53) 
Small intestine 2 2 Thyroid .. sie 0 
Colon 5 4 Bronchus 0 
Rectum and anus 19 3 Pancreas .. . 4 12 
Liver .. ‘ 20 39 Kidney 
485 66 205 35 
Sarcoma 
Round-cell .. 2 Spindle-cell and 
fibrosarcoma .. 68 
Giant-cell .. 1 Myxosarcoma .. 10 0 
Kaposi sarcoma 2 Special types 4 
Reticulo-endothelial Tumours 
Endotheliomata a a Lymphosarcoma.. 27 11 
Reticulum-cell sar- 20 4 
coma odgkin’s disease 
Leukaemia and chlor- 
oma 10 Plasmocytoma .. 3 
Special Tumours 
Melanoma .. 2 Thymoma 0 
Gliomata 1 7 Retinoblastoma’ .. 10 0 
Adrenal neuroblastoma 2 2 Adamantinoma 16 1 
Carcinoid of appen- 
Teratoma... in 5 dix nee 0 
16 1 
Biopsy Necropsy Total 
Carcinoma. xe 101 791 
Sarcoma .. on 158 170 
Reticulo-endothelial tumours 181 217 
ialtumours .. 114 17 131 
Total a aa 1,143 166 1,309 


A number of interesting features are displayed in this 
table, but comments will be made only on points bearing 
on the hypothesis under discussion. The details can be 
compared with those of other published series of cancers 
in Africans: Smith and Elmes (1934, Nigeria), Ledentu 
(1934, Cameroons), Vint (1935, Kenya), and Elmes and 
Baldwin (1947, Nigeria). 


Statements about the ages of Africans must be 
accepted with great caution, but it has been shown (Davies, 
1948c) that the average age at death of persons coming to 
necropsy at Mulago Hospital is just over 28 years, and that 
of 2,162 patients only 21 definitely were above the age of 
Con- 
sidering this, there would appear to be no shortage of 


MEDICAL JouRNAL 
Carcinoma of the Male Breast 


A high incidence of carcinoma of the male breast has 


been recorded by several observers. Their findings are 
summed up in Table II and compared with the figures given 
by Willis (1948). 


TaBLe I1.—Comparative Figures of Carcinoma of the Breast 


Total Male As % of 
Locality Breast Breast Breast 
Carcinoma) Carcinoma} Carcinoma. Carcinoma 
and Wales, 
Victoria State, 1933- 

42 2,455 26 1-0 
Nigeria, 1934 Ka 225 29 3 10-3 
Kenya, 1935 277 25 5 20-0 
Cameroons, 1934 63 11 3 27:2 47 
Nigeria, 1947 is 568 84 7 8-3 1-2 
Uganda, 1949 - 791 64 5 78 0-63 


This table underestimates the total malignancy found in 
male breasts, for Vint’s series contained two breast 
sarcomas and Elmes and Baldwin recorded two sarcomas 
in their cases, and in the Uganda series there were two 
sarcomas and one malignant endothelioma of the breast. 
Sarcoma of the breast is a very rare tumour, and it js 
possible that these cases might be anaplastic carcinomas ; 
but the effect is still the same, as it confirms the frequency 
with which malignant tumours occur in the breasts of 
African males. To these figures may be added the state- 
ment of Gelfand (1948) that he has encountered some cases 
of carcinoma in the male breast. 

This high incidence of male breast cancer in Africans 
awaits explanation, as does the high incidence of gynae- 
comastia. It is very difficult to incriminate such agents as 
parasites or trauma, and all the evidence suggests an 
endocrine cause. 


Reticulo-endothelial Neoplasms 

Oestrogens are known to have some influence over the 
occurrence of leukaemias and lymphosarcomas and other 
systemic neoplasias of the reticulo-endothelial system in 
mice (Furth, 1946; Greenstein, 1947). Such neoplasms 
figure prominently in this series, but it is difficult to esti- 
mate their exact incidence in other reports from Africa. 
Elmes and Baldwin do not mention leukaemia or Hodgkin’s 
disease, but found 53 lymphosarcomas in their 1,000 cases. 
The generalized glandular tuberculosis seen in Africans 
can mimic the lesions of Hodgkin’s disease, and many 
recorded cases may really be tuberculosis (Davies, 
1947). 

Many of the endotheliomas arose from lymph glands, 
and these tumours were the subject of a special study by 
Hennessey (1942). Vint recorded 15 endotheliomas from 
Kenya (2.7% of his tumours). But in view of the strictures 
passed by Willis (1948) upon this diagnosis it is difficult to 
assess the true status of these tumours. In spite of this, 
however, reticulo-endothelial neoplasms are common in 
Africans and usually occur in young persons. Thus of 
nine necropsy cases of lymphosarcoma the average age was 
23.9 years, the oldest being a man of 42: of six cases of 
reticulum-cell sarcoma the average age was 38.9 years, the 
oldest being a man of 50; and of five leukaemias all were 
young adults with an average age of 25.9 years. 

Willis (1948) states that while lymphosarcoma is not rare 
in youth it is predominantly a disease of middle and old 
age (the mean age of his cases was 52 years). Gelfand 
(1948) states that leukaemia in the African, whether myelo- 
genous or lymphatic, runs an acute or subacute course. 
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While the youth of these subjects may be only a reflection 
of the short life of Africans, these tumours appear pre- 
dominantly in young males and run an acute course. 
Another common tumour of Africans which Willis puts in 
this class of tumours is Kaposi sarcoma, which has a 

uliar sex incidence. Elmes and Baldwin record its 

incidence as 2.4% in their cases. It is possible that some 
cases of this disease are masquerading in this series under 
other names—endothelioma or fibrosarcoma. 


Primary Liver Carcinoma 

This is a very common tumour in Africa, and so 
far no satisfactory explanation of its frequency has 
been adduced, but it has been suggested elsewhere that 
this might also be induced by oestrinization (Davies, 1948b). 
Ithas an almost constant association with a slowly develop- 
ing Laennec type cirrhosis, and Schenken and Burns (1943) 
have caused hepatomas to develop in mice by oestrogen 
administration. In Africans it is predominantly a disease 
of young adult males, the age incidence in this series of 
20 necropsy cases being an average of 36.6 years. From 
such cancerous livers carcinogenic substances have been 
isolated, probably sterols, as they have from non-cancerous 
African livers but not from the livers of Europeans or 
American negroes. Failure of oestrogen inactivation would 
account for the finding of carcinogens in both cancerous 
and non-cancerous Bantu livers. 


Uterine Carcinoma; Testicular Tumours 

Uterine Carcinoma.—Considering the greater ease of 
diagnosis of cervical cancer as compared with endometrial 
cancer the incidence of the latter in Uganda would appear 
to be relatively high. Willis quotes various authorities who 
suggest that the proportion of cervical to body cancer is 
about three or four to one. 

Testicular Tumours.—These would appear to be rare in 
Uganda and in Nigeria, and no interstitial-cell tumours are 
recorded. 

Discussion 

The evidence which suggests that oestrinization is wide- 
spread in Africa and accounts for many of its peculiar 
pathological conditions requires to be supported by studies 
of the sex hormone excretion of Africans. To judge by 
what is known to be true of cirrhotic cases (Lloyd and 
Williams, 1948), these should present evidence of sex hor- 
mone upset. I know of no place in Central Africa where 
such studies are being carried out, but it would seem that 
if these were done they might produce extremely interesting 
results. 

If the importance of oestrinization in Africans can be 
proved it will clearly be a matter of great value in the 
development of Africa. It is not to be supposed that the 
evil effects of oestrinization or other hormonal defects 


induced by malnutrition are confined to the conditions 


briefly discussed here. Oestrin produces changes in person- 
ality and mentality which may be of the greatest importance 
in African life. While only African pathology has been 
discussed, the known high incidence of primary hepatic 
carcinoma in other parts of the world, such as Java and 
Malaya, may mean that this hypothesis is applicable to con- 
ditions there. It is realized that much written here is mere 
speculative opinion and that other alternative explanations 
are possible to cover these differences between African and 
temperate pathology. But all I wish is to lay this hypothesis 
before those interested in tropical medicine and suggest that 
the possibility of sex hormone upset in malnourished 
Africans is a subject worthy of further study. 


Summary 


It is suggested that the different incidence of a number of 
pathological states in Africans from that found in Europe can 
be explained upon the hypothesis that, owing to widespread 
malnutrition and consequent liver damage, Africans are subject 
to wholesale oestrinization. 


This hypothesis arose out of an investigation into malnutrition 
carried out in conjunction with Dr. H. C. Trowell and Dr. E. G. 
Holmes. I am grateful to them, to Dr. A. B. Raper, and to others 
of my colleagues for help and advice, and also to Dr. H. Burrows. 
The paper is published with permission of the D.M.S., Uganda. 
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On the island of Tinian in the trust territory of the Pacific 
administered by the United States Navy nearly 100 lepers are 
receiving medical treatment that will enable many of them to 
return to their former homes and occupations. Work at the 
leper colony is part of a health service the United States Navy 
is performing in the Marianas, Caroline, and Marshall Islands. 
The Navy, acting for the United States Government, directs 
civil administration in the former Japanese-mandated islands 
under a trusteeship agreement with the United Nations. A first 
step in the medical programme was the gathering of informa- 
tiorl on the health and incidence of disease among the 50,000 
natives of the islands. As the 100 inhabited trust islands are 
scattered over a wide area the U.S.S. Whidbey, a small cargo 
ship fitted as a medical centre, is headquarters for the staff 
making the survey. The Whidbey started making the rounds 
in the Marshall area in August, 1948. It stops at each 
inhabited island long enough for a physical and dental examin- 
ation of every inhabitant. The ship’s medical staff consists of 
two doctors, one dentist, one medical service corps officer, and 
10 hospital ratings. One of the most important functions of 
the staff is to discover cases of leprosy. Although emergency 
treatment is given on the vessel when necessary, other ships 
collect the lepers and take them to Tinian Island. 
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__Mepicat Tout, 


DIRECT VEIN GRAFT IN RUPTURE 
OF POPLITEAL ARTERY 


REPORT OF A CASE 
BY 


PETER MARTIN, M.Chir., F.R.C.S.Ed. 
Surgeon, Chelmsford Hospital Group and Tilbury Hospital 
Group 


(From the Department of Vascular Surgery, Postgraduate 
Medical Schewl of London, Hammersmith) 


Since the advent of anticoagulants, especially heparin, it 
has been advised many times in textbooks and in discus- 
sions that where there is a gap in the course of a main 
vessel resulting from trauma, or possibly from the excision 
of an aneurysm or other operative procedure, and where 
direct suture is impracticable, reconstitution should be 
effected by vein-grafting. There are, however, very few 
such cases reported in the literature in which grafting has 
been successful. In a subject with healthy arteries it is 
probably safe to say that the main vessel can be interrupted 
with impunity, provided that there is not such extensive 
damage to the soft parts that the collateral vessels them- 
selves are divided and precluded from carrying out their 
function. Where such damage exists, and where there is 
other reason to suppose that sufficient collaterals will not 
function properly, the restoration of blood flow can be 
secured by means of a vein graft with or without the use 
of a vitallium tube. 

The following case in which a direct vein graft without 
a tube was used to bridge a gap in the popliteal artery is 
of interest. The immediate result was successful, but other 
circumstances led to an amputation six months later. 


Case Report 

On July 1, 1947, a farm labourer aged 19 was driving a tractor 
and backing towards an upturned harrow when he fell back- 
wards off the driving-seat on to the spikes of the harrow. He 
sustained a lateral perforating wound of the left knee, the 
harrow point passing across the popliteal surface of the femur 
and grazing it. -The wound of entry was considerably lacerated 
and there was much damage and bruising of the subcutaneous 
and deep tissues in this area. At the time of examination some 
’ two hours later the foot was cold and pulseless and there was 
a sock anaesthesia. His general condition was good. 

Operation was performed with a pneumatic tourniquet in 
situ. The wounds were explored and devitalized tissue was 
excised. Through an additional posterior midline incision the 
contents of the popliteal fossa were examined. The popliteal 
artery was extensively bruised and in spasm over a distance of 
2 in. (S cm.) and the media in one segment was partially divided. 
The posterior tibial nerve was intact, but the lateral popliteal 
nerve showed considerable bruising. The affected segment of 
the popliteal artery was excised and extensive subintimal 
haemorrhages were found in this part. 

As there was much damage to the collaterals, the result of 
the original trauma, it was felt to be essential to restore the 
blood flow in the main vessel, and as no vitallium-flanged tubes 
were available a piece of the internal saphenous vein was 
excised from the opposite thigh and sutured to the patent cut 
ends of the popliteal artery. Suture was effected at each end by 
eight interrupted sutures of silk on the finest needle. The 
tourniquet was released and, although the graft bulged some- 
what, pulsation was immediately apparent, extending into the 
distal segment of the popliteal artery, and there was no leakage. 
The wound, owing ‘to its dirty and soiled condition, was lightly 
_ packed with petroleum jelly gauze. 

A pronounced reactive hyperaemia was immediately apparent 
in the foot, and both the dorsalis pedis and posterior tibial 
pulses were full and easily palpable (blood pressure 200/130). 


The patient was given heparin, but in spite of the fact that the 
clotting-time was never above eight minutes severe haemorrha 
recurred on the following day and re-exploration and a trans 
fusion were necessary. A tributary of the popliteal vein nara 
found to be bleeding and was tied. The graft was pulsating 
satisfactorily. Heparin was stopped. 8 

The next day haemorrhage occurred again, and this time was 
seen to be coming from the popliteal surface of the dama 
femur. The graft was still pulsating well and there was no 
undue bulging ; a further transfusion was given. Convalescence 
proceeded satisfactorily, but from the time of the accident 
anaesthesia was present over the distribution of the lateral 
popliteal nerve, and there was similarly a motor Paralysis of 
the lateral and anterior tibial muscles. 

On August 25—i.e., almost eight weeks after the injury—an 
arteriogram (see illustration) showed slight stricture at the site 
of the anastomosis, but the blood flow was satiatadory and the 
blood supply of 
the foot was com- 
pletely adequate, 
although the 
pulses of the 
affected leg were 
not quite so good 
as those in the 
contralateral 
limb. Unfortu- 
nately a_ flexion 
contracture of the 
knee-joint started 
and, in spite of 
treatment, be- 
came more pro- 
nounced. On 
January 8, 1948 
—i.e., six months 
after the injury— 
the popliteal area 
was again ex- 
plored and was 
found to be a 
mass of extreme- 
ly dense fibrous 
tissue ; in the process of dissecting this out the popliteal artery 
was irreparably damaged and gangrene of the toes occurred, 
necessitating amputation of the leg below the knee at the site 
of election on March 16. 


Arteriogram taken eight weeks after injury. 


Comment 

Experimentally, Murray (1940) has shown that direct 
vein-grafting of a gap in an artery is completely successful 
provided the animal is given heparin for about 72 hours, 
the bleeding-time being maintained at 12 to 20 minutes. 
He examined the grafts after a four-weeks interval, when 
patency and hypertrophy of the graft were seen, the latter 
being confirmed microscopically—in fact, it appeared that 
the vein had become like an artery. 

Certain points of interest arise from my case: (1) The 
graft was working satisfactorily and was in fact not easy to 
distinguish from normal popliteal artery when directly in- 
spected 48 hours after the transpiantation. (2) The blood 
pressure following operation was up to 200/130 for some 
time, and the graft did not bulge significantly. (3) Owing to 
excessive haemorrhage following operation heparin was not 
used for more than 24 hours, nor was the clotting-time 
increased above eight minutes, yet the graft remained patent. 
I do not suggest that heparin is inadvisable or unneces- 
sary in such cases. (4) Should flanged vitallium tubes 
not be available, or should they not be considered 
advisable, it seems that a direct vein graft to bridge the gap 
in an artery is a rational procedure and has a good chance 
of success. 


REFERENCE 
Murray, G. D. W. (1940). Brit. J. Surg., 27, 437. 
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THE AGGLUTININ ANTI-M ASSOCIATED 
WITH PREGNANCY 


REPORT ON TWO CASES 
BY 


C. CHRISTOPHER BOWLEY, M.B., M.R.C.0.G. 
Obstetric and Gynaecological Registrar, North Middlesex 
Hospital 


AND 


I. DUNSFORD 
National Blood Transfusion Service, Sheffield 


In the following two cases of pregnancy the agglutinin 
anti-M was detected. 
Case 1 


Mrs. A, aged 27, was expecting delivery of her first child 
on December 22, 1946. The serological findings are shown in 
the Table. 

May 20.—Mrs. A: Group A Rh-negative (cde/cde). W.R. 
negative. No abnormal antibodies active at 37° C. 

August 1.—Mr. A : Group O Rh-positive. His cells were 
not agglutinated at 37° C. by his wife’s serum (saved from 
May 20 and stored at —20° C.). 

December 3.—Mrs. A: Serum contains an antibody active 
at 37°C. agglutinating 13 different red cell suspensions (two 
Rh-negative and 11 Rh-positive), each known to contain the 
antigen M, but did not agglutinate seven different red cell 
suspensions all lacking in the antigen M. 

December 10.—Mrs. A: Red cells—Group A Rh-negative 


‘N,P. Serum—action of antibody identical with that of a known 


anti-M when tested against 100 unknown cells. Titre of anti- 
body 128 at 37° C., 20° C., and 4° C., with a weak reaction at 
37° C. and a visual reaction at 4° C. 

December 16.—Mrs. A was delivered of an apparently healthy 
child showing no clinical signs of haemolytic disease of the 
newborn. The placenta was normal in appearance and weight. 
Baby A (cord blood): Apparently Group A Rh-negative ; 
M,N,P. The direct Coombs test was negative. The child’s 
cells were strongly agglutinated at 37° C. by its mother’s serum. 
Haemoglobin at 24 hours was 162% Haldane. Mrs. A : Find- 
ings as before. The titre against the same M-positive cell 64 at 
37° C. (weak reaction), 64 at 20°C., and 128 at 4°C. (visual 
reaction). Mr. A: Group O Rh-positive (cDe/cde); M,N. 
His cells were strongly agglutinated at 37°C. by his wife’s 
serum. 

December 23——Mother and child were discharged from 
hospital. The child was fully breast-fed and clinically normal. 


Table Showing the Serological Findings in Family A 


Date Mrs.A Mr. A Baby A 


20/5/46 om A Rh-negative (cde/ — ox 
de). No abnormal anti- 


at 37° C. 
1/8/46 |. O Rh-posi- 
tive. Cells not 
utinated by 
serum 
3/12/46 ape present active at — — 
10/12/46} Group A_ Rh-negative; — 


N,P. Antibody identical 
with anti-M against 100 

own cells. Titre: 
1: 128 at rte” . (weak 


i ) 

16/12/46 | Titre: 1:64 at onc. (weak | Group O Rh-posi- | Group A Rh-nega 
reaction); 1:64 at 20° tive (cDe/cde); tive; MNP. 
Cs a CGC. M,N. Cells ag- 
at 37° negative. Cells 

his wife’s utinated at 
ra. 37° C. by mater- 

nal serum 

Group A Rh-nega: 


5/4/47 | Titre: 1:8 at 37° C. 
tive; M 


April 5, 1947——Baby A : Aged 34 months. Examined by 
paediatrician and judged to be normal in all respects. Blood 
typed as Group A Rh-negative ; M,N,P. Mrs. A: Anti-M still 
active at 37° C. with a titre of 8. 


Case 2 


Mrs. B, a 3-gravida, was admitted to the puerperal sepsis 
ward on March 13, 1947, three days after delivery, requiring 
transfusion. Blood was sent for Rhesus typing and cross- 
matching. 

March 14.—Group O Rbh-negative (cde/cde); N. No 
abnormal antibodies were demonstrable at 37° C., but at 
20° C. and 4° C. an antibody was present, behaving as an 
anti-M with a titre of 2. Cross-matching was carried out at 
37° C. and 4° C., and Group O Rh-negative N blood was 
transfused satisfactorily. 

March 26.—Infant B: Aged 15 days. Clinically normal, 
having shown no signs of haemolytic disease of the newborn 
since birth. Blood Group O Rh-positive (CDe/cde); M,N. 
The direct Coombs test was negative. The child’s cells were 
strongly agglutinated by its mother’s serum at 20° C. but not 
at 37°C. Mr. B: Group A Rh-positive (CDe/cde); M. His 
cells were strongly agglutinated by his wife’s serum at 20° C. 
but not at 37° C. 


Discussion 


The findings of an abnormal antibody in mateinal sera. 


during pregnancy may generally be taken as indicating iso- 
immunization, with the future possibility of haemolytic 
disease of the newborn. It is our contention that the detec- 
tion of anti-M in maternal serum during the course of 
pregnancy or the puerperium should not be considered as 
having the same significance as the detection of such 
abnormal antibodies as the Rhesus iso-agglutinins. In fact, 
anti-M, like anti-P (Dunsford, 1949), is to be considered 
as a naturally occurring antibody, comparable with anti-A 
or anti-B, but of rarer occurrence. 

The literature contains few references to the iso-agglu- 
tinin anti-M. Wiener and Forer (1941) and Wiener (1942) 
have reported what appears to be immune anti-M in two 
cases following incompatible transfusion, but such an occur- 
rence is so rare and anti-M so weak an antigen in man that 
M and N factors are ignored in normal transfusion work. 
Anti-M in association with pregnancy has been reported in 
only two cases (Paterson ef al., 1942; McFarlane, 1945), 
while we have knowledge of three more recently dis- 
covered cases. De Kromme and Van Der Spek (1948) have 
reported a case in which it was suggested that anti-N was 
associated with haemolytic disease of’ the newborn, but it 
was not investigated fully nor was the association proved. 

In the cases of Paterson et al. and McFarlane and in our 
Case 2 anti-M was present as a typical cold agglutinin active 


at 20° C. and 4° C. In no case was there evidence of © 


haemolytic disease of the newborn. Following these three 
cases, that of our Case 1 is of additional value in that the 
antibody was strongly active at body temperature with a 
titre of 128, but again there was no evidence of haemolytic 
disease of the newborn: 

It is believed that Rh is a stronger antigen in man than 
M (McFarlane, 1945), and if anti-M and anti-Rh are pro- 
duced by a similar process—namely, iso-immunization—it 
would be reasonable to suppose that Group N, Rh-negative 
multigravidae who have borne M or MN Rbh-positive 
children, and have produced anti-M, should also have 
produced anti-Rh. McFarlane’s case and our Case 2 both 
fall into this category, but in neither case was anti-Rh 
detected. This suggests that the anti-M present was a 
natural and not an immune antibody. It will be appre- 
ciated that a case reported by Wiener and Forer (1941) in 
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which both anti-M and anti-Rh were produced by an 
incompatible transfusion, and another discovered by 
Stratton (personal communication), with both antibodies 
present in pregnancy, do not negative this hypothesis. 

Secondly, clinical and serological manifestations of 
haemolytic disease of the newborn were entirely absent 

in the case of Mrs. A, in whom the antibody was known 
to have increased in titre during the pregnancy and to have 
become active against the cells of the foetus and its father 
at body temperature. Similar findings with an immune 
iso-agglutinin are almost invariably followed by affection 
of the newborn. 

Finally, a technique of differentiating immune and 
naturally occurring antibodies was applied to these sera. 
This technique, described by Boorman and Dodd (1947), 
is the comparison of the titre of the agglutinin in saline 
with the titre of the agglutinin when human serum, lacking 
the antigen to the antibody under examination, is used as 
diluent in place of saline. Boorman and Dodd found 
enhancement of titre in serum in which immune anti- 
bodies were present, whereas naturally occurring antibodies 
showed no enhancement. In the cases of Mrs. A and 
Mrs. B there was no evidence of titre enhancement, further 
confirming the theory that these anti-M agglutinins were of 
natural occurrence. 

Reascn must be given why in the case of Mrs. A the 
titre of the antibody rose during the intrauterine life of 
the foetis if the antibody was of natural occurrence. This 
phenomenon has been reported by Jonsson (1936) and 
others in the case of naturally occurring anti-A and anti-B, 
and not infrequently observed by one of us (I.D.). 
Similar observations have been made in Rh-negative women 
who, having produced Rh antibodies in previous preg- 
nancies, reproduce these antibodies in increasing titre in 
a subsequent pregnancy, even though carrying a normal 
Rh-negative foetus. This can be explained by the supposi- 
tion that there has been a non-specific stimulation of 
already existing antibodies during the course of pregnancy. 

In the case of Mrs. A an explanation of the alteration of 
the antibody activity so that agglutination of the infant’s 
and of the father’s cells occurred at 37° C. is found in the 
work of Kettel (1930), who proved that the thermal ampli- 
_ tude of a cold agglutinin—e.g., anti- M—is directly propor- 
tional to its titre. The titre of 1: 128 of Mrs. A’s anti-M 
is the first reported to have reached sufficient strength to 
react at body temperature. 

Tovey (1944) has suggested that anti-M or anti-N agglu- 
tinins will appear only rarely in the serum of a mother 
who is carrying a baby of dissimilar M or N type. This 
he suggests is due to the pronounced non-specific absorp- 
tive capacity of human tissues for these iso-agglutinins. 
This may explain why Mrs. A’s anti-M, though active at 
37° C., did not cause haemolytic disease of the newborn. 


Summary 

Two cases in which the agglutinin anti-M was associated with 
pregnancy are reported, and the literature on the subject is 
reviewed. 

Reasons are suggested for considering these anti-M aggluti- 
nins to be naturally occurring antibodies. 

The relation of anti-M to the aetiology of haemolytic disease 
of the newborn is discussed. 


We wish to thank Mr. J. E. Stacey and Mr. L. B. Patrick for 
permission to quote their cases whilst one of us (C.C.B.) was at the 
Jessop Hospital for Women, Sheffield; also Dr. E. F. Aubert (late 
regional transfusion officer) and his successor, Lieutenant-Colonel 
R. H. Malone, for their valuable advice and permission to publish 
this note. Dr. A. E. Mourant, of the Ministry of Health Blood 


Group Reference Laboratory, was kind enough to confirm 
findings of Mrs. A’s serum. the 


Note.—An anti-M with the same thermal amplitude as 
Mrs. A’s has been reported to us by Dr. Tovey, of the Regional 
Blood Transfusion Laboratory, Bristol, and one of us (LD.) 
has recently found another anti-M associated with Pregnancy 
in which case the child, though M-positive, was clinically 
normal. 
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THE RHESUS FACTOR 


A NOTE ON ITS PRACTICAL IMPORTANCE 
BY 


F. ‘STRATTON, M.D., D.P.H. 
Regional Transfusion Officer, Manchester ; Special Lecturer in 
Human Serology, University of Manchester 
AND 


P. H. RENTON, M.D., B.Sc. 
Deputy Regional Transfusion Officer, Manchester 


Rh testing is being undertaken in many laboratories either 
as a test in antenatal cases or for selecting Rh-negative 
blood donors. Fisher has suggested that the reactions of 
the various Rh types should be explained in terms of three 
pairs of allelic genes, C-c, D-d, and E-e, controlling the 
presence of the corresponding antigens. 

Additional alleles, Cw and Du, have been detected at the 
C-c and D-d loci, and it is with Du at the D-d locus that 
this paper deals. This theory is fully explained by Mollison, 
Mourant, and Race (1948). 

The D antigen is the most important of the Rh antigens, 
and a person is now referred to as being “ D-positive ” or 
“ D-negative ” according to whether his erythrocytes do or 
do not possess the D antigen. In the Manchester area there 
are about 18% of D-negative and about 82% of D-positive 
persons, so that, if the rarer subgroups are excluded from 
our consideration for the moment, it will be seen that this 
classification roughly corresponds to “ Rh-positive” and 
“ Rh-negative.” 

The Due Group 

When blood cells were being typed for Rh it was noticed 
that some anti-Rh (anti-D) testing sera reacted with certain 
blood samples positively, whereas others, apparently equally 
good testing sera, failed to react with these cell samples. 
Further examination of these cells revealed that they reacted 
with up to 45% of anti-D sera only ; these cell samples may 
of course also react positively, or negatively, with anti-C 
and anti-E sera in the usual way. This special type of D 
antigen was tentatively called Du (Stratton, 1946); sub- 
sequently cells of types CDue/cde, cDue/cde, and cDuE/cde 
were discovered and recognized (Race, Sanger, and Lawler, 
1948a, 1949b; Stratton and Renton, 1948). 

It was later found that some types of Du cell were so weak 
in their reactions that they would give saline agglutination 
with no anti-D typing sera, or in some cases with only a 
very few. Nevertheless, it was found that these cells would 
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ive a positive Coombs reaction when tested with certain 
strong incomplete anti-D sera, but they failed to give a 
positive albumin reaction in the same circumstances. 

It should not be imagined that the difference between Du 
and D is one of strength of reaction only ; we have con- 
clusively shown that there is a qualitative difference between 
D and Du and between one Du blood and another. More- 
over, we were able to show that Du is an inherited allele or 
modification of D. 

It will be observed that the anti-D sera which react with 
pu are really anti-D + Du sera, whereas those which fail to 
react with Du are anti-D sera alone. The term Du there- 
fore defines a series of alleles or modifications of the main 
antigen D at the D-d locus which differ qualitatively and 
quantitatively from D, and in many cases from each other. 
The reactions of Du may therefore be summarized as 
follows : 

1. They react with anything from 0-45% of anti-D sera 
(anti-D+ Dv) by saline agglutination ; those that react with none 
are referred to as “low-grade” type D¥ and those that react 
with many as “ high-grade.” 

2. They all give positive Coombs reactions when examined 
with certain strong incomplete anti-D sera. 

3. With the exception of a few of the high-grade Ds, they 

all fail to give positive albumin reactions with incomplete anti-D 
sera. 
Thus the reactions of Du-positive cells vary from those 
scarcely distinguishable from D right down to those detec- 
table only by the Coombs test, using special incomplete 
anti-D sera. These reactions are shown in the Table. 


Table Showing Percentage of Anti-D Sera Giving. Positive Results 
(the Actual Percentage of Positive Results Depends on the 
Individual Cell Sample Tested) 


Antigen in Cells 
Test 
b | High-grade | Low-grade d 
Du pe 
Agglutination in albumin* .. | 60-90% 0-10% Nil Nil 
Agglutination in salinet 60-100%| 545% Nil Nil 
Coombs’s reaction* .. .. | 90-100% | 70-100% | 20-60% Nil 


* The sera tested were the strongest available. { The sera tested were a random 
selection. 

It was found by examining large numbers of cell samples 
that about half the cells apparently of genotype Cde/cde 
are in reality CDue/cde and about one in nine of those 
apparently cdE/cde are really cD"E/cde. The proportions 
are probably greater than this, since our study was made 
especially into low-grade forms of Du-containing cells. 


Practical Importance 

When testing blood samples for Rh the nature and extent 
of the test depend upon the reason for its performance. If 
the test is being done in the case of antenatal patients or 
other persons to determine whether or not they can be 
immunized to Rh, then it is necessary to determine only 
whether the person is D-positive or D-negative. 

On the other hand, when testing a person’s cells to 
ascertain whether he is Rh-negative for the purpose of being 
a blood donor, one must make sure that the donor is not 
only D-negative but C-negative and E-negative as well. 
This is because the recipient’s serum may contain not only 
anti-D but anti-C and, rarely, anti-E antibodies as well. 

We have examined several blood samples from mothers 
of genotypes Cde/cde and cdE/cde whose sera contained 
anti-D antibodies. Careful examination failed to show the 
presence of Du in any of these cell samples, and conse- 
quently, so far as we have ascertained at the present time, 


the presence of Du indicates that the cell sample is D-posi- 
tive. Therefore, in the first instance mentioned above, when 
testing antenatal patients, anti-D + Du sera may be used and 
a Du person considered to be D-positive. 

A child suffering from hypoplastic anaemia has been treated 
by Professor Gaisford with multipie blood transfusions from the 
age of 10 months; he is now 6 years of age, and during this 
period he has been transfused approximately six times yearly 
and has received about 100 pints (57 litres) of D-positive blood. 
Recently he was found to be of group CDe/cde, but no 
abnormal antibodies have been detected in his serum. In 
addition, he has more recently received a few pints of 
Rh-negative blood until the nature of the D¥ group was more 
fully understood, but it seems that this child has failed to respond 
to the D antigen. 

That a child of this age can respond to antigenic stimuli is 
shown by another case. A boy suffering from a similar condi- 
tion was seen by one of us (F.S.) when about 8 years of age. 
He was Rh-negative and had strong Rh antibodies in his serum. 
He had likewise been treated over a period of about three years. 
with multiple transfusions. 


Van Loghem (1947, 1948) showed that Du may become 
antigenic to D-negative persons, since immunization of an 
Rh-negative volunteer with blood of CDue/cde resulted in 
the formation of incomplete anti-D antibodies ; whilst in 
Mollison’s case (personal communication) a CDue/cde baby 
suffered from haemolytic disease of the newborn caused by 
incomplete anti-D antibodies in the maternal serum. 

In the second instance, therefore, in which we are selec- 
ting Rh-negative donors for transfusion purposes, it is 
necessary to exclude the Du-containing groups. The most. 
practical way to avoid these is by using anti-C and anti-E 
sera in addition to anti-D when typing the blood. This 
will not only eliminate D-positive blood but also Cde/cde 
and cdE/cde as well as CDue/cde and cDvE/cde—that is 
to say, the vast majority of Du-positive blood. In certain 
populations—for example, negro—where the incidence of 
cDe/cde may be as high as 45%, this will not suffice, and it 
will be necessary to do a Coombs test, using incomplete 
anti-D sera to exclude group cDue/cde, which has a very 
low frequency in England (probably about 0.015%). 

Furthermore, Du is of practical importance when it is 
proposed to use Cde/cde and cdE/cde cells for determina- 
ting the presence of anti-C and/or anti-E agglutinins respec- 
tively in Rh antisera. If these cells are used but in reality 
contain the Du group and are CDue/cde and cDUE/cde, the 
Rh antisera will falsely be thought to contain anti-C or 
anti-E, whereas the reaction may be due to the presence of 
anti-D reacting with the Du component of the cells. This 
is of very great importance if the sera are to be used 
subsequently as test sera, and considerable confusion will 
result. 

In the cross-matching test it is as well to remember that, © 
should one encounter a donor whose cells contain Du and 
a recipient’s serum containing incomplete anti-D anti- 
bodies, the albumin test, often recommended for cross- 
matching, will be negative but the Coombs test will reveal 
the incompatibility. In general, when investigating sera 
for atypical antibodies both the Coombs and the albumin 
tests should be used, in case the antibody be of a type which 
reacts in only one of these tests. For our own part we 
are led to believe that the Coombs test is the one to be 
preferred in the detection of antibodies. where only a single 
test can be performed. 

Conclusion 
In conclusion it should be emphasized that only a pro- 


portion of anti-Rh agglutinating sera react well with Dv- 
positive cells, and, since Du bloods differ from one another 
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and from D qualitatively as well as quantitatively, sera 
giving the strongest agglutination with Dv cells are not 
always those with the highest titres when tested against 
D-positive cells. In carrying out an examination of Du 
cells, using incomplete anti-D sera and the Coombs test or 
albumin test, the sera have’ also to be specially selected for 
this purpose. 

The observations made in this paper apply, in the main, 
to the differentiation of Du from d. The determination of 
Du cells and their isolation and differentiation from the 
D-containing erythrocytes, on the other hand, is a difficult 
and complicated matter. The differing reactions of Du 
blood and the difficulties of knowing precisely what anti- 
bodies anti-Rh sera contain add to these difficulties. . 

To overcome this it is necessary to examine large num- 
bers of cells of all types containing both the D antigen and 
the Du antigen combined with C and/or E, as well as cells 
containing the C and E antigens alone (i.e., types Cde/cde 
and cdE/cde); each type should be examined with very 
many varieties of anti-Rh agglutinating sera and incomplete 
antisera. The results should be tabulated and compared 
one with another, and any new cell should be put through 
this process and its reactions compared with those of other 
cells ; by this means it is possible to give the type of the 
new cell which has been tested. In making our compre- 
hensive table, for example, we used 49 Rh-agglutinating 
sera and 12 incomplete Rh antisera. 

Full theoretical and explanatory results are not given in 
this short paper, but a further publication will show these 
and the manner in which they have been worked out. 
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‘New regulations have been introduced by the Government 
to improve the standard of purity of milk. The Minister of Agri- 
culture and Fisheries becomes responsible for the registration 
of dairy farmers and farms, the inspection of cattle on dairy 
farms, and the enforcement of the regulations on dairy farms 
(unless they relate to diseases communicable to man). If the 
Minister proposes to refuse or cancel a registration, provision 
is made for objections to be referred to a tribunal and for 
representations to be made to the Minister. Local authorities 
are still responsible for the provisions which apply to milk 
distributors other than dairy farmers and for the registration 
of these milk distributors and of dairies. Local authorities also 
continue to be responsible for the provisions relating to diseases 
communicable to man. The present powers relating to infected 
milk are extended to enable a medical officer of health to stop 
the sale of milk, or to require milk to be diverted for heat treat- 
ment, if there is evidence that it is infected with organisms of 
disease communicable to man. A medical officer of health may 
also require milk to be diverted for heat treatment if he has 
reasonable grounds for suspecting that it is so infected. There 
are a number of minor changes in the regulations relating to 
buildings, the cleansing of vessels and utensils, and the distribu- 
tion of milk and its protection against contamination. In 
particular, provision is made for modern practices in dairy- 
ing, including the use of mechanical refrigeration for cooling 
and approved chemical agents for the cleansing of appliances. 
A Central Advisory Committee and County Advisory Com- 
mittee will be set up to review and make recommendations on 
the operation and administration of the regulations. 


NOTES ON AN EXPERIMENTAL STUpy 
OF INTELLECTUAL DETERIORATION 


BY 


SIDNEY CROWN, M.A. 


Research Fellow, Department of Psychology, Institute of 
Psychiatry, Maudsley Hospital, London 


The term “intellectual deterioration ” means for the clini. 
cian a decline in intelligence as a result of a brain lesion 
chronic mental illness, or old age. - The psychologist has 
been satisfied to define intellectual deterioration operation. 
ally in terms of the tests he uses to measure it. These tests 
have been designed on the assumption made originally by 
Babcock (1930) that vocabulary level is a valid index of 
the pre-morbid intelligence of the patient. By a com. 
parison of the score on a vocabulary test with the score 
on a pure test of intelligence an assessntent of the degree 
of deterioration is made. 

Hunt (1944), however, has questioned the assumption 
that vocabulary level is a valid index of pre-morbid ability. 
He points out that vocabulary may suffer as a conse. 
quence of the disorder ; also that for unintelligent subjects 
vocabulary may be an imperfect indicator of ability. 


The theory underlying the design of tests of intellectual] 
deterioration can be verified only by a large-scale study 
of individuals suffering from a disorder known to cause 
intellectual deterioration which responds to clinical treat- 
ment. The present investigation was performed as a pre- 
liminary to the design of a large-scale investigation, and 
the results seemed of sufficient interest to report. 


The Investigation 


The subjects tested were three women and one man 
suffering from myxoedema. This disease seemed suitable 
for the investigation, as it causes apparent intellectual 
deterioration and responds rapidly to treatment by thy- 
roxine. The main disadvantage from the point of view 
of research is its rarity. In the course of over a year only 
four subjects were found at the endocrine clinic of a large 
hospital. These were tested before starting treatment and 
three months later, when by clinical criteria they had 
recovered. 

Tests Used 

1. Raven’s Progressive Matrices Test.—This is a non-verbal 
intelligence test. The untimed version was given. 

2. The Mill Hill Vocabulary Scale—This is a 32-item voca- 
bulary test of the synonyms type. The scores on both these 
tests were converted into intelligence quotients (S.D. 16 points) 
by means of a table constructed in this department. An index 
of deterioration is obtained from these two tests by the 


formula : 
Matrices I.Q. x 100 
Vocabulary I1.Q. 


A quotient below 90 implies a certain degree of intellectual 
deterioration. 

3. The Shipley (1940) Test.—There are two subtests : (a) A 
20-item “ abstractions ” intelligence test consisting of a series 
of problems graded in difficulty in which the subject fills in a 
missing letter or figure. The first of these is: 1, 2, 3, 4, 5,- 
and the reasoning becomes more complex as the test progresses. 
There is a ten-minute time limit and the score is expressed 
as an abstractions mental age. (b) The second part of the 
Shipley test is a 40-item vocabulary test of the synonyms type, 
with a ten-minute time limit, from which a vocabulary mental 
age is obtained. From a comparison of the abstractions and 
vocabulary raw scores Shipley gives an index of deterioration 
(called by him a conceptual quotient) which is designed on 
virtually the same principle as the matrices / Mill Hill vocabulary 
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- 
index. He considers any C.Q. over 90)as probably normal, 
under 70 as pathological, with various gradations between 


54 scores on the matrices and abstractions tests were 
corrected for the natural decline of intelligence with 
age, as we were interested not in an individual patient’s 
score on the tests but rather in the changes in the scores 
on the tests after treatment. 


Results 


The test/re-test results are given in the accompanying 
Table. The most obvious result is that the intelligence 
level of the group tends to rise. On the matrices test the 


not 


Table Showing Test Results 


Mat- | Mill 
at- ent. en 
Case | Sex| Age rices | | DI. | “age | Age | 
(months)) (months) 
60 |f Test 72 94 77 ‘ns 181 
1 |F Re-test | 94 100 94 194 
a7 |f_Test 66 97 67 125 189 66 
2 |F Re-test | 84 111 16 1 208 60 
46 |S Test 80 100 177 189 93 
3 |F Re-test | 98 100 98 207 198 | 104 
4s Test 78 106 14 162 88 
4 |M Re-test | 102 106 96 166 204 89 


D.I. = Deterioration Index. 

Statistical significance of the differences between test|re-test scores: 
Matrices .. oe wa .. Studentst = 13-67; P = <0-01 
Miil Hill vocabulary .. = 1°51; P = 0-23 
Shipley abstractions re = 1:20; P = 0:35 
Shipley vocabulary = 2-57; P=0-08 


gain is of 22, 18, 18, and 24 points, giving a mean gain of 
20.5 1.Q. points. The results on the abstractions test are 
equivocal, partly because one paper was spoiled. One 
subject’s score rises by 2} years of abstraction age and one 
by four months ; the other remains unchanged. 
However, the most important result from both the 
theoretical and the practical points of view is that the 
vocabulary scores also show a tendency to rise (though less 
markedly). Thus the Mill Hill vocabulary I.Q. rises in 
two out of four cases by 6 points and 14 points, which 
gives a mean gain of 5 vocabulary 1.Q. points for the 
whole group. The Shipley vocabulary mental age rises in 
three cases by 13, 19, and 9 months—a mean gain on the 
whole group of 10.2 months of vocabulary mental age. 
This finding would seem to undermine the assumption that 
vocabulary level is unaffected by pathological processes in 
the brain and that it is a valid index of the pre-morbid 
intelligence of intellectually deteriorated patients. The 
variability of the vocabulary scores also raises interesting 
problems regarding the nature of the aphasic disorder 
suffered by patients who are intellectually deteriorated. 
The assessment of intellectual deterioration is a practical 
problem in the psychiatric clinic. The results provide evi- 
dence on the use of indices of deterioration to express the 
differential decline in abilities. As patients recover clinic- 
ally these indices should rise, thus approaching the normal. 
This is so for all indices derived from the matrices and 
Mill Hill vocabulary tests. But of the three indices of 
deterioration derived from the Shipley tests one actually 
falls, thus showing the patient to be more deteriorated after 
treatment, despite the fact that her intelligence level has 
risen by 18 points of I.Q. on the matrices test. The other 
Shipley indices of deterioration rise after treatment, but 
neither before nor after treatment do they indicate any 
degree of deterioration, although this is clearly shown in 
the indices derived from the matrices and Mill Hill vocabu- 
lary tests. Further, statistical tests of significance show 
that, whereas the changes in the scores on the abstractions 
test are insignificant. those on the Shipley vocabulary test 


approach the 5% level. The evidence would seem to 
speak against the use of the Shipley test for the estima- 
tion of intellectual deterioration, and would suggest that 
an index of deterioration derived from the matrices and 
Mill Hill vocabulary tests is more valid. Further, no pro- 
vision is made by Shipley for correcting scores on the 
abstractions test for the natural decline in intelligence with 
age. This is essential in estimating the extent of intellec- 
tual deterioration for any individual case. It may be done 
for the matrices test from data provided by Foulds and 
Raven (1948). 

The criticism may be levelled against our findings that 
the increase in the intelligence and vocabulary scores could 
arise simply as a result of the practice effect of repeating 
the tests. Statistical tests of significance show, however, 
that the changes in scores on the matrices test are signifi- 
cant at the 1% level, and that the changes in scores 
on the Shipley vocabulary test approach the 5% level. 
Although the changes in scores on the Mill Hill vocabu- 
lary test are not statistically significant at the usually 
accepted levels, it must be noted that this vocabulary test 
is untimed, which would tend to diminish the possibility 
of practice effect. Also the alternative version of the 
test, given additionally to the first patient, showed a similar 
rise in vocabulary. It therefore seems unlikely that the 
changes after’ treatment in the intelligence and vocabulary 
scores are entirely the result of practice. 


Summary and Conclusions 


The intelligence: level of three patients suffering from 
myxoedema was raised greatly after treatment by thyroxine. 

Scores on two vocabulary tests also rose, but by a smaller 
amount. 

The results provide some empirical evidence contrary to the 
general assumption that vocabulary level is unaffected in cases 
of intellectual deterioration. : 

Until a more accurate method is available a comparison of 
scores on the matrices and Mill Hill vocabulary tests is recom- 
mended for the estimation of intellectual deterioration. 


I would like to thank Dr. P. M. F. Bishop, Guy’s Hospital, for 
allowing me to test patients under his care. 


Note.—I would be grateful if any physician in charge of 
patients suffering from myxoedema who is interested in having 
them psychologically tested would inform me at the Institute 
of Psychiatry, Maudsley Hospital, London, S.E.5. 
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The place of clinical pathology in medicine and the status 
of its practitioners have lately been engaging the attention of 
the health authorities of Cuba. As a result of negotiations 
between the Sociedad Cubana de Medicos Laboratoristas 
Clinicos and the Cuban Health Authorities the following 
principles have been accepted by the National Council of Public 
Health of Cuba and approved by the Cuban Minister of Public 
Health, Dr. Carlos M. Ramirez Corria : (1) It is acknowledged 
that clinical pathology is exclusively a branch of the medi- 


eal profession, and as such it should be subject to the laws 


that govern the practice of medicine in general. (2) The director 
of any clinical laboratory should be a fully recognized medical 
practitioner. (3) It is to be understood that the clinical labora- 
tory is where the physician specializes in this specific branch of 
medicine by practising clinical analysis and following scientific 
laws, with the purpose of guiding the practitioner in diagnosis, 
prognosis, and treatment. (4) The clinical pathologist should 
keep secret the results of his work, with the exception of those 
which are specified by law. 
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Medical Memoranda 


Tuberculous Meningitis with Paraplegia 
as the Dominant Feature 


The following case is put on record as it presented certain 
unusual features which caused difficulty in arriving at a 
correct diagnosis. 


REPORT 


A Gurkha recruit aged 16 was admitted to hospital on 
May 14, 1948, with a small septic laceration of the left knee. 
This healed without obvious complication, but on May 18 he 
developed a sudden rise of temperature. This was provisionally 
diagnosed as a malarial attack, which was treated by routine 
methods. However, as no malaria parasites were seen in blood- 
slides and his pyrexia did not subside with antimalarial 
measures, it was considered that he might have developed a 
secondary generalized infection from the primary focus on the 


left knee. Penicillin and sulphathiazole were therefore given, 


but without clinical improvement. 

On May 23 he had to be catheterized, and patches of anaes- 
thesia were found distributed over the lower chest and flanks. 
During the next 24 hours he developed a rapidly progressive 
paraplegia and became drowsy. Lumbar puncture performed 
at this time revealed diminished C.S.F. pressure, a raised pro- 
tein content, and 9 cells per cmm. A blood count showed 
27,000 white cells (90% polymorphs). ; 

I was invited at this stage to see the case in company with 
Lieutenant G. Watts, R.A.M.C., and found the patient practi- 
cally comatose. There was some stiffness of the neck, the 
pupils were dilated and fixed, and he had a complete flaccid 
paraplegia with loss of all reflexes, including the abdominal 
reflexes. The level of loss of sensation was difficult to determine 
accurately owing to his inability to co-operate, but he reacted 
to pin-prick above approximately the fourth dorsal level. There 
was no clear line of demarcation of sensory loss. The spine 
showed no obvious abnormality. 

A cisternal puncture revealed a pressure of 200 mm. of water. 
The C.S.F. was clear and there were only 4 cells per c.mm. 
Tubercle bacilli were not found. A tentative diagnosis of spinal 
compression following an epidural abscess was made. It was 
surmised that the septic laceration of the knee had been the 
portal of entry for organisms causing a generalized infection. 

The patient died on May 25. Owing to religious objection 
a post-mortem examination limited to the spine and skull only 
was permitted. 

Pathology.—On exposing the theca no epidural abscess was 
found. The dura was much thickened, and on being incised 
the subdural space was seen to be filled with thick gelatinous 
and fibrinous pus. The dura was covered with shaggy exudate 
and studded with tubercles. A similar appearance was observed 
on the surface of the cord. These changes were most pro- 
nounced between the levels of D 10 and D 4, and had appar- 
ently produced a complete spinal block. The base of the 
brain presented similar but very much less marked appearances, 
and the lining of the ventricles was studded with small 
tubercles. 

Histological examination showed that the cord itself was 
largely unaffected. but the pia and arachnoid were grossly 
thickened and contained large numbers of lymphocytes, histio- 
cytes, polymorphs, and giant cells. Bacteriological culture gave 
a growth of human tubercle bacilli. 


COMMENT 


A case of tuberculous meningitis with pronounced early 
spinal symptoms is described. This form of the disease 
seems to be comparatively rare, and in this instance it ran 
a very rapid course, there being only seven days between 


the onset of the pyrexial stage and death. The sudden fever 


and the presence of a focus of sepsis on the knee sy 
a pyogenic cause for the spinal signs, and the true diagnosis 
was revealed only at necropsy. 

Four cases with a similar .chain of features ocoy. 
ring in Singapore between 1938 and 1942 were describeg 
by Ransome and Montiero (1947). Though there are 
certain differences between their cases and the one 
described here, the march’ of events was the same—pyrexia, 
paraplegia, meningeal signs, and death. In their cases the 
onset and course of the condition were more gradual, the 
illness lasting about three weeks. In describing the nervoyg 
signs they noted the patchy sensory loss and the difficulty 
in demarcating the limit of sensation, but stated that 
the muscular paresis of the legs never became complete. 
However, in the main essentials the case here describeg 
corresponds with the clinical and pathological picture ag 
observed by Ransome and Montiero. 


I am indebted to Captain J. C. Gould, R.A.M.C., for his report 
on the pathological findings. 


EDWARD KNOWLES, M.Ch.Orth., F.R.CS,, 


Late Lieutenant-Colonel, R.A.M.C., Orthopaedic 
Specialist, Far.E.L.F. 
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Case of Oesophageal Carcinoma 


This is, I believe, the first recorded case of carcinoma of 
the oesophagus in a patient suffering from anorexia nervosa, 


CASE REPORT 


The patient was an unmarried woman aged 38. During a 
pleasure cruise in the Thames Estuary 21 years ago she became 
much alarmed when a large wave broke over her. She began 
to “tremble and go stiff all over,” she lost her voice ; all inclina- 
tion for food left her, and she had a “ breakdown.” She had 
to give up her job. Anorexia persisted thereafter, and she said 
that she had lived on 2 pints (1.1 litres) of milk and two cups 
of sweet tea each day until her admission. Her weight, which 
was 5 st. 1 Ib. (31.75 kg.), tended to confirm the truth of this 
statement. Eighteen years ago amenorrhoea and daily vomit- 
ing began and persisted for a year ; there was no further change 
until three months before admission, when retrosternal oppres- 
sion occurred during meals, and rapid loss of weight began. 
A month before admission vomiting started, and for the last 
few days had been almost continuous. 

On examination she was a sallow, emaciated virgo intacta, 
with no stigmata of hypovitaminosis. Slight proteinuria and 
a few small, easily felt hard lymph nodes in the left posterior 
triangle were the only positive physical signs. A provisional 
diagnosis of anorexia nervosa was made, but the recent altera- 
tion in symptoms suggested oesophageal obstruction, and a 
barium swallow was carried out; this revealed a tight stricture 
in the lower third of the oesophagus, which was subsequently 
shown by oesophagoscopy and biopsy to be due to the presence 
of a squamous-celled carcinoma. 

Radiotherapy was begun, and gastrostomy was performed. 
The liver was rapidly invaded, however, and become enormously 
enlarged and irregular. After the appearance of ascites and 
oedema of the legs, downhill progress was rapid, and four 
months after admission the patient died. 

At necropsy an ulcerating growth of the oesophagus involy- 
ing the whole wall from the bifurcation of the trachea to the 
cardia was found. The liver weighed 4,150 g. and was packed 


with carcinomatous masses. There were two enlarged lymph’ 


nodes containing secondary deposits at the bifurcation of the 
aorta, and one in the left side of the neck. Microscopically, 
many branches of the portal vein in the liver were shown to 
contain plugs of growth. ; 
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— 
COMMENT 

The feature of interest in this case is the relation of the 
long-standing psychological disturbance to the development 
of oesophageal cancer. Lawrence Abel (1929) states that 
two-thirds of his cases of carcinoma of the oesophagus were 

receded by an incident of emotional stress, and Guisez 
(1925) has said that half of the cases in his series had a 
similar history. Abel suggests that the neoplasm arises at 
the site of pre-existing spasm of the muscle wall, and refers 
to his own observations and those of Guisez that mental 
stress is often a cause of oesophageal spasm. 

If the patient’s symptoms before the development of car- 
cinoma had been due to oesophageal spasm, it is reason- 
able to suppose that during the twenty-years history some 
of the oesophageal dilatation and hypertrophy charac- 
teristically the result of spasm ought to have developed. 
This was not so, and one is forced to the conclusion that in 
this patient, at any rate, whatever aetiological relation there 
may have been between mental stress and oesophageal 
cancer, spasm played no part. 


Dr. E. R. Cullinan, under whose care this patient was admitted, has 
kindly given permission for the publication of this report. 


IAIN MacDouaa_L, M.D., M.R.C.P., 
St. Bartholomew’s Hospital. 
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Localized Fat Atrophy After 
Jelly-fish Sting 


The following case is worth recording because of its unique 


nature. 
CASE REPORT 


A V.A.D. nursing member aged 27 was bathing in the sea 
at Trincomalee, Ceylon, at about 10 p.m. on February 26, 1948. 
As she was climbing up the steps to come out of the water 
the anterior part of the left thigh and the left leg just above 
the ankle came in contact with the tentacles of a jelly-fish, 
which for the moment became wrapped round the limb. A 
severe stinging sensation was at once felt, followed almost 
immediately by large urticarial weals -on the sites of contact. 
She returned home and went to bed, though the pain continued 
throughout the night and was 
severe enough to interfere with 
sleep. There was never any 
collapse, dyspnoea, respiratory 
embarrassment, or generalized 
urticaria, and she reported sick 
at the hospital the next morning. 

When seen about 12 hours 
after the accident she was still 
complaining of an exceptional 
amount of pain, and urticarial 
weals with vesiculation wete pre- 
sent across the anterior aspect 
of the middle third of the thigh 
and the leg for about 4 in. 
(10 cm.) above the ankle. There 
were no. general symptoms 
beyond slight malaise. The 
patient was rested in bed and 
calamine lotion applied; the 
urticaria subsided in a week, 
leaving a purplish red discolora- 
tion of the skin, which persisted, 
though gradually fading, for 
about six months. Some oedema 


of the left foot and ankle appeared on the second and third 
days and lasted for some three weeks. 

The discoloured skin of the affected areas remained remark- 
ably sensitive, and even three months later a stinging sensation 
could be appreciated on contact with water. 

On May 9 the patient again reported, stating that for the 
past three weeks she had noticed her left leg becoming thinner. 
The cutaneous discoloration was still just apparent; there 
appeared to be a complete disappearance of the subcutaneous 
fat in these areas, the left thigh being 1} in. (4.4 cm.) thinner 
at 64 in. (16.5 cm.) above the patella, and the left leg 3 in. 
(1.9 cm.) thinner at 2 in. (5 cm.) above the ankle. There was 
no loss of power, no muscular wasting, and no reflex or 
sensory changes. A radiograph of the lower limb showed 
no abnormality. No treatment was given and the patient was 
again seen on November 21. A certain amount of redeposition 
of fat had taken place in the intervening six months—the left 
thigh now showing 1} in. (3.16 cm.) of wasting and the left 
leg about 4 in. (1.25 cm.}—and the tendency seemed to be 
towards a slow return to normal. The accompanying photo- 
graph, which was taken on November 22, shows the degree of 
fat atrophy then present. 


COMMENT 


Jelly-fish of various types are very prevalent round the 
coast of Ceylon during the months of February and March, 
and a number were known to be about at the time ; it is 
regretted, however, that the exact species responsible was 
not identified. 

Jelly-fish stings are capable of causing a variety of local 
and general symptoms, mostly suggestive of excess hista- 
mine liberation. Urticaria in varying degrees of severity is 
the most usual local reaction, and may be followed by a 
profuse weeping eczema (Allen, 1920: quoted by Joslin 
et al., 1940). General symptoms include shock, cardiac 
distress, and dyspnoea, but these were entirely lacking in 
this case. The degree of skin discoloration and the length 
of its persistence were both exceptional, though it is not 
very uncommon for some reddening of the skin to be 
present at the end of three months. 

Lipodystrophy, or atrophy of the subcutaneous fat, is well 
recognized in diabetic patients treated with insulin, and is 
especially frequent in children and to a‘ less extent in 
women, but is scarcely ever seen in adult males (Joslin et 
al., 1940). This observation may have some bearing on the 
present case: it has been suggested that the androgen may 
protect the adult male and lack of it may account for the 
frequency in women and children, for hypogonadal adult 
males may occasionally suffer from insulin lipodystrophy 
(Walderstrom: quoted by Joslin et al., 1940). I have been 
unable to trace any similar case in the literature. , 


My thanks are due to the Medical Director-General of the Navy 
for permission to publish this case. ‘ 


M. A. RuGcG Gunn, M.D., M.R.C.P., 


Surgeon Commander, R.N. 
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A new type of rubber surgical glove has been developed in 
the U.S.A. to relieve cases of dermatitis caused by the continual 
wearing of rubber gloves, which is a problem chiefly faced 
by surgeons, who may have to cease working for consider- 
able periods to obtain relief. A rubber company of Akron, 
Ohio, has announced that it is now producing this special glove, 
and a number of doctors have reported that they are effective — 
B.U.P. 
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Reviews 


ADVANCES IN RADIOLOGY 


Modern Trends in Diagnostic Radiology. By J. W. " 
M.A., M.R.C.S. LRCP. DME (Pp. 464 381 
£3.) London: Butterworth. 1948. 

Dr. J. W. McLaren took on a difficult task when he accepted 
the editorship of this work, and its signal success says much for 
his judgment in selecting a team of distinguished writers, choos- 
ing the subjects for them to write about, and, most important 
of all, excluding what is already established or beyond the limit 
of future probability. He has cast his net wide for both 
subjects and authors, and sets the standard himself in an early 
chapter on radiology in research. This section emphasizes the 
research work of A. E. Barclay, whose recent death was 
lamented by the whole world of radiology. 

In a brief review it is not possible to do justice to the articles 
in this book—all of them good, and some superlatively so. 
It is therefore courteous to mention the work of some of 
Dr. McLaren’s distinguished colleagues from abroad. The 
article by Baclesse on tumours of the pharynx and larynx is 
of first importance, and adds much to our knowledge. 
Waldenstrom on pulmonary haemosiderosis, Nordentoft on 
colonic disease in children, Steinert on renal tuberculosis, and 
Edling on urethrocystography, all maintain the high standards 
of Scandinavia. Later in the book comes an excellent article 
by the late Eric Lysholm on ventriculography and associated 
subjects. Of equal merit is a contribution on cerebral angio- 
graphy by Engeset and Kristiansen, of Oslo. 

Of the British contributors, Meiklejohn has made a note- 
worthy contribution on occupational pulmonary diseases, and 
L. G. Blair and Whateley Davidson have written most readably 
on the lung. Of particular interest is Holmes Sellors’s account 
of post-operative chest complications. Peter Kerley has written 
a brilliant and typically provocative description of sarcoidosis. 
Blair Hartley knows a great deal about foetal abnormalities, 
and writes with authority about all sorts of monstrosities. 
Eric Samuel gives an excellent account of modern gastro- 
intestinal work. James Brailsford discusses abnormalities of 
the spine, a subject of which he has made a lifelong study. 

The book ends with two unusual articles of great worth. 
Sir Lionel Whitby’s chapter on blood changes is brilliant, and 
should be read by all who have charge of x-ray departments, 
and W. A. Levitt’s account of the law relating to radiology is 
a model of, lucidity. 

This book is a pleasure to read and a credit to the editor 
and his colleagues. It is pleasant to think that it has been so 
well received as to demand an early second edition, now well 


—— S. COCHRANE SHANKS 


VARICOSE VEINS 


Les Varices et leurs Associations Pathologiques. By Louis 
Gerson. Second edition. Preface by Professor L. Justin- 
Besancon. (Pp. 260; 57 figures. 850 irancs.) Paris: G. Doin. 
1948. 


This book on varicose veins and their pathological associations 
is an enlarged and revised edition of a volume which appeared 
in 1934. The physiology of the venous system and the aetiology 
of varicosities are considered briefly, and there are accounts 
of the clinical types of varicose veins and their complications, 
and of methods of treatment. 

Many of the clinical descriptions are good, particularly those 
discussing the aetiology of the different types of ulceration, 
the skin changes, and other complications. English readers 
will, however, find much to criticize in the over-elaboration of 
pathological interpretation, the tendency to theoretical general- 
izations, and the narrow attitude towards treatment. The author 
considers that local congenital defects are the most important 
aetiological factors—thus accounting for varicosities in unusual 
situations. There are many who will disagree with the view 
that the main internal saphenous vein invariably dilates from 
the top, and also with the statement that oedema is frequently 


present in uncomplicated varicose veins. There is a 
of the author’s technique of injection and the pet 
plications. The solutions specially favoured are sodium rf 
cylate, iodine in sodium iodide, sodium morrhuate, and pal : 
urethane. There is no attempt to link injection treatment with 
direct surgical attack, and all operative treatment is in f. 
ignored. 

The various types of phlebitis receive scant notice i i 
to their frequency and importance. Phlegmasia alte dle 
considered in some detail, but the author’s interpretation of 
this subject will appeal to few. His conception is that phleg- 
masia is an allergic phenomenon developed in an individuel 
who has had septicaemia and been sensitized to the strepto- 
coccus. It is on this assumption that all the local complica- 
tions of ulceration are interpreted. The illustrations are good 
but references to the literature are scanty and consist of a few 
French papers only. 

REGINALD Payne, 


BIOLOGICAL ASSAY 


Principles of Biological A \ . W. 
F.R.S. (Pp. 206. £1 1s.) London: Chapman and Hall. 1948” 

The gratitude of all responsible for conducting biological 
assays is undoubtedly due to Dr. Emmens and his publishers 
There is no other book in the English language that covers 
exactly the same ground as this. It explains in detail and with 
great patience how modern methods of factorial design and 
statistical analysis may be applied to the planning and execution 
of biological assay as well as to estimating potency and 
to evaluating the error of the estimate. The subject is 
discussed from the fitting of curves to the analysis of co- 
variance. Both types of biological response are considered— 
those expressible as a continuous variate and those of the 
quantal type, with the application of probits to them. 

Although the book is not easy reading. and is presumably 
not intended for casual dipping or even continuous perusal, few 
who practise biological assay will fail to find in it answers 
to some of the problems already encountered. All will gain 
valuable suggestions for improving, and often for simultan- 
eously simplifying, current procedures. 

Yet there remains a faint sense of dissatisfaction with this 
book, not only due to the fact that the title is misleading— 
for it describes far less the principles than the practice of 
applied statistical methods. A book still needs to be written 
that will consider, from the standpoint of the chemist and 
biologist, with due regard to statistical concepts, the methodo- 
logical and even ethical problems that continuously confront 
the bio-assayists. One of these problems is the subject of a 
specific injunction by Dr. Emmens (p. 69), when he writes, “ If 
we design a test so that a particular set of degrees of freedom 
is allotted for error, only this set should be used whether or 
not"other sources of variation prove to be significant in the 
particular test analysed.” But there are many other questions 
to which he does not refer or only does so in passing. What, 
for example, is his opinion of the almost universal practice 
among pharmacologists and others of “adjusting” dosage so 
that it is proportional to the body-weight of the test animal ? 
If this weight does not affect response, why adjust? If it 
does, is not a full analysis of co-variance needed to establish 
the simple linear relationship that alone could justify the 
practice in question ? 

A few errors have been cetected in the text of this book, 
and it is unfortunate that Dr. Emmens writes of “ test material” 
(p. 6) and “test objects” (p. 56) in referring to the animals 
or tissues used for biological assay, for the former expression, 
at any rate, is taken by most assayists to mean the sample to 
be assayed. On the other hand, at least one reader is gratified 
to find Dr. Emmens writing of a “four-point assay ” without 
reference or other comment, in spite of the fact that the 
expression was introduced as recently as 1942 (Biochemical 
Journal, 36, 407), with quotation marks. The phrase seems to 
have passed into current usage without any kind of official sanc- 
tion. This leaves open the awkward question whether a “ six- 
point” assay means two by three or three by two: it has 


SEPT. 


been u! 
suggest 
ledgmer 
does nc 
to disct 
difficult 
there is 
control. 

The } 
Because 
those fe 
of the t 


An 4 
Barcel 
figures 
1949. 
Except 
the clir 
of the 
regarde 
ago. 
is a tri 
by Pro! 
surgeor 
overwh 
had to 
superb 
his wo! 
must e 
Alth 
conditi: 
in thos 
insepar 
limbs 1 
are to” 
Trueta 
forget 
it. O1 
The bs 
well bi 
treatm: 


Surgi 

410 i 
The d 
disease 
of the 
the suc 
becom: 
“ pathe 
collabc 
“ pathe 
mindec 
the pa 
body 
surgeo 

author 
with a 
up of 
histolo 


surgeo 
pathol 
carry 

accoul 


/ 
able n 
trated 
The 
the au 
the ut 


Sept. 24, 1949 


REVIEWS 


i 


MEDICAL JouURNAL 689 


been used in both senses. The useful term “ metameter,” 
suggested by Hogben and first introduced with due acknow- 
jedgment in the same paper as “ four-point assay,” apparently 
does not appeal to Dr. Emmens. He has devoted little space 
to discussing the choice of metameter, often one of the most 
difficult of all the decisions the bio-assayist has to take. And 
there is much more to say than he does about litter-mate 
oa and arrangement of the book are admirable. 
Because of the large number of diagrams and tables, including 
those for x° (p. 142) and corrected probits (p. 142), the price 
of the book must be adjudged entirely reasonable. 
A. L. BACHARACH. 


TRAUMATIC SURGERY 


An Atlas of Traumatic Surgery. By Josep Trueta, M.D. 
Barcelona, Hon.D.Sc., Hon.F.R.C.S.Canada. (Pp. 150; 188 
— £1 10s.) Oxford: Blackwell Scientific Publications. 
1949. 


Except for a brief introduction this book consists entirely of 
the clinical notes of patients suffering from serious injuries 
of the limbs—injuries for which many surgeons would have 
regarded immediate amputation as imperative a short time 
ago. That the limbs have been restored to useful function 
is a tribute to the methods advocated (and largely introduced) 
by Professor Trueta. He has wisely placed this record before 
surgeons with little comment, for the evidence he produces is 
overwhelming. Only those who in the two great wars have 
had to struggle with similar cases can really appreciate his 
superb achievements. When they remember that he began 
his work under the terrible conditions of the Spanish war they 
must equally admire his courage. 

Although most of the cases described occurred under the 
conditions of war the methods adopted have a full application 
in those grave injuries which happen in peace and appear to be 
inseparable from mechanical progress. By these means many 
limbs may be conserved, but it must not be imagined that they 
are to be saved by petroleum jelly gauze and plaster. Professor 
Trueta makes his technique look so simple that one is apt to 
forget the skill and infinite attention to detail that lie behind 
it. Only by similar attention can these results be reproduced. 
The book presents a record of which Professor Trueta may 
well be proud and for which many surgeons engaged in the 


treatment of injuries must be grateful. 
HENRY SOUTTAR. 


PATHOLOGY FOR SURGEONS 


Surgical Pathology. By Peter A. Herbut, M.D. Cp. 710; 

410 illustrations. £3.) London: Henry Kimpton. 1949. 

The diagnosis and successful treatment of many surgical 
diseases depend on the naked-eye recognition during operation 
of the pathological lesions they produce. In other words, 
the successful surgeon must, within the limits of his own field, 
become a highly skilled morbid anatomist. His training in this 
“pathology of the living” depends to a large degree on close 
collaboration with a skilled morbid histologist. The more 
“ pathologically minded ” the surgeon and the more “ surgically 
minded ” the histologist, the more successful, especially from 
the patients’ viewpoint, will the partnership become. - The 
body of scientific knowledge built up in this way is what 
surgeons really mean by “surgical pathology.” 

There is clear evidence throughout this book that the 
author, a pathologist, has worked in the closest collaboration 
with a team of keen surgeons. The bulk of the text is made 
up of clear and concise descriptions of the naked-eye and 
histological features of all the more common (and a consider- 
able number of the rarer) surgical lesions. These are illus- 
trated by many clear and well-chosen photomicrographs. 

The book is arranged according to anatomical regions, and 
the author has in mind the needs of the otorhinolaryngologist, 
the urologist, and the gynaecologist as well as the general 
surgeon. There are no introductory chapters on general 


pathology or bacteriology, as in several other books which 
carry the same title, but each chapter opens with a short 
account of the anatomy and embryology of the region under 


discussion. For this reason the book would be of little value 
to the undergraduate before he had completed a full course 
of study in general pathology. It is clearly intended for the 
postgraduate who has made surgery his career, and within its 
limitations it will certainly be of great service to him. 

The book contains occasional sentences which convey the 
sort of information provided by a punch-card system. We 
are told, for instance, in the description of an infected human 
bite that the lesion is found most frequently in “ young white 
male adults in the third decade of life,” and in connexion 
with tattooing we are informed that “ the incidence of syphilis 
among tattooed persons is less than it is among the genera] 
population of the same stratum.”. Progressive myositis ossi- 
ficans is said to be associated with a “small big toe.” The - 
description of gangrene due to arterial ischaemia is short and 
should be expanded. An accurate account of gas gangrenc 
should also be included. It is disappointing to find no detailed 
account of healing, and the description of the repair of « 
fracture is far too short. There are a number of simple spelling 
mistakes. These criticisms should not detract from the valuc 
to the surgeon of the large amount of accurate descriptive 
pathology contained in the book. 


GEOFFREY HADFIELD. 


CHILD ANALYSIS 


Contributions to Psycho-Analysis, 1921-1945. By Melanie 

Klein. With an introduction by Ernest Jones. (Pp. 416. 21s.) 

London: The Hogarth Press. 
Although the distinction of being the first child-analyst in this | 
country belongs to Mary Chadwick, a pupil of Sachs whe 
employed the principles of Freud and Hug-Hellmuth in the 
psycho-analysis of children, there is no doubt that progress in 
this field in Britain was guided at first by Melanie Klein, anc 
subsequently controlled by Anna Freud. Mrs. Klein invented 
the “play-technique” of association, and during the earl, 
phase of her work made valuable contributions to our know- 
ledge of “ pre-genital” phases of infancy and childhood, 3 
period which till then had been only scantily observed. Indeed. 
had Klein been content to consolidate this earlier work on 
the “ oral-sadistic ” phase, on forerunners of the super-ego, and 
on the animistic reactions of the small child, her scientific 
reputation would stand much higher than it now does. 

Unfortunately, in her later phase Mrs. Klein undertook t!e 
thankless task of reconstructing hypothetically the men‘.! 
development of infants from birth to the age ef two and a ha!/ 
(when they are first capable of direct analysis). Influence.i 
mainly by psychiatric concepts, she began to: postulate certa n 
nodal “ positions ” during the first year, labelling these respec- 
tively “ paranoid,” “ depressive,” and “manic” positions. To 
these postulates she added the theory that the Oedipus pha‘ 
is already activated by oro-phallic sadistic impulses in the 
second quarter of the first year ; and that already at this period 
an effective super-ego organization exists. These views were 
adumbrated in her papers on mourning and manic-depressio”. 
and caused profound divergences of opinion in the British 
Psycho-analytical Society. 

All but the last three papers in the present volume bels~ 
to her earlier phase. Although of unequal merit, they a:e 
worth reading not only for their clinical content but for their 
picture of pre-genital development. The last paper, on the 
Oedipus complex, was written after a two-year wrangle in the 
society, and presents the issues in a very minor key. One 
would not gather from it that her theories on the dynamic 
influence of sadistic fantasy, on narcissism, and on “ internal 
objects” are opposed in many fundamental respects to the 
theories of Freud. There is, in fact, a very remarkable 
resemblance between the Kleinian concept of fantasy and the 
Jungian archetype of the collective unconscious ; also between 


‘her evaluation of psychic traumata and that of Rank. 


The depth of the cleavage can be gathered from the fact 
that Ernest Jones, usually an acute and objective critic of 
psycho-analytical developments, has contributed a laudatory 
introduction which does not err on the side of impartiality. 


EDWARD GLOVER. 
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- MEMORIES OF A LONG LIFE 


' Mostly Memories. By Wiliiam Guy, LL.D.(Penn.), F.R.C.S., 
F.R.S.Ed. (Pp. 360; illustrated. 15s.) Edinburgh: C. J. 
Cousland and Sons. 1949. 


Dr. Guy will be 90 in December of this year, and like most 
people who reach an advanced age he lives largely in his 
memories. These are on the whole happy ones and well worth 
recording. 

He is a “truant” doctor, a Norwich general practitioner’s 
son who had his medical education at Edinburgh. This 
he followed with seven years of general practice in Cumberland 
before he took to dentistry—the specialty in which he eventu- 
ally reached the top of his profession. He took his F.R.C.S.Ed. 
from the Edinburgh Dental School, where he was later part- 
time dean for 34 years. 

What most impresses one in reading this book is the versa- 
tility of the man. Not content with the conduct of a successful 
practice and his task of reforming the school, he took an active 
part in the affairs of the British Dental Association. He became 
an outstanding figure in the association, filling almost every 
responsible position in it, and thereby helping to make dental 
history. 

Dr. Guy gives a detailed account of the various campaigns in 
which he was engaged—usually successfully. His influence can 
be traced in the legislation which prescribed the registration of 
dentists; in the establishment of the Dental Board; and in 
the formation of the Army Dental Corps. He served on the 
General Medical Council as one of the first of the dental repre- 
sentatives. Here he tells us he established a reputation for 
being “ pig-headed,” of which he is not ashamed, for he says 
he never had any liking for the line of least resistance. He was 
active in the proceedings of the International Dental Federa- 
tion, and has much to say about his attendance at its annual 
meetings. This bare recital of a selection from his interests will 
suffice to show that he was, as he says, “a very busy man,” but 
it by no means covers his extraordinary range of activities. In 
Edinburgh social life he was for many years a prominent figure, 
in great request as an after-dinner speaker with a gift for 
expression in topical verse. Of this he gives us many examples, 
frequently in parody, often in the vernacular. Those members 
of our Association who were present at the Edinburgh meeting 
in 1927 may remember him as the chairman of a smoking 
concert given to the representatives, at which he enabled us to 
realize why he was such a popular local celebrity. 

This book should be welcome in various quarters. Edinburgh 
people, resident or exiled, will like his affection for the city of 
his adoption. Dentists who take pride in the progress of their 
profession should be glad to read about the man who did so 
much for it in so many ways. And anybody who likes to read 
about well-known people will find many stories of eminent 
actors and artists whom he met or entertained. Dr. Guy is to 
be congratulated on his long, useful, and happy life, and on his 


wonderful memory. 
ALFRED Cox. 


It is heartening to see once more upon a title-page the name of 
Crile, and to know that the son of a distinguished father has already 
proved his worth. Practical Aspects of Thyroid Disease, by George 
Crile, junior (pp. 355; 101 figures; £1 10s.; Philadelphia and 
London: W. B. Saunders Company; 1949), is a readable and useful 
book in which the author has for the most part drawn upon his own 
experience of a thousand cases of diseased thyroid. Though an 
expert surgeon, he affords due prominence to the recent advances in 
non-operative treatment and gives the indications for medical and 
« Surgical therapy with just discrimination. The most interesting sec- 

tions for most readers will probably be those on the treatment of 
hyperthyroidism by propylthiouracil and radioactive iodine. To 
quote one passage: “ At the present time the mortality and morbidity 
following treatment of hyperthyroidism with propylthiouracil over a 
period of one year are probably lower than that of thyroidectomy in 
the hands of skilful surgeons and are much lower than that of thyroid- 
ectomy in the hands of the surgeon who occasionally performs a 
thyroidectomy.” This, from a surgeon, should induce both surgeons 
and physicians to look into this book. It is of handy size, well printed, 
and freely illustrated. The chapters on technique contain little that 
is new, but the section on cancer of the thyroid is of special interest. 


BOOKS RECEIVED 


[Review is not precluded by notice here of books recently received) 


The Theory and Practice of Massage and Medical G , 
By B. M. Goodall-Copestake. 7th ed. Ly mnastics, 
H. K. Lewis.. 1949. (Pp. 424. 21s.) London: 


The Pharmacologic Principles of Medical Practice B 

Krantz, jun., and C. Jelleff Carr. (Pp. 980. 55 London: Baillidre. 
Tindall and Cox. 1949. a — 


Biological Treatment of Diseased Organs in Human Bei 
and Animals. By P. Niehans. i res 
Otto Schlaefli. 1948. 


A Handbook on Diabetes Mellitus and its Modern Treat 
By J. P. Bose, M.B. 4th ed. (Pp. 227. Rs. 10/8.) Calcutine 


Medical Etymology. By O. H. Perry Pepper, M.D. (P 
27s. 6d.) Philadelphia and London: Saunders. 1949. att 


A Textbook of Medicine for Nurses. By E. Noble Chamber. 
lain, F.R.C.P. Foreword by Dame E. Musson, D.B.E. 5th ed 
(Pp. 491. 21s.) London, New York, and Toronto: Cumberlege, 
Oxford University Press. 1949. 


Diseases of Women. _ By Ten Teachers under the direction of 
C. White, F.R.C.P., F.R.C.S., F.R.C.O.G. Edited by C. White, 
F. Cook, and Sir William Gilliatt. 8th ed. (Pp. 461. 25s.) 
London: Arnold. 1949, 


Fundamentals of Inorganic, Organic, and Biological Chemistry, 
By J. I. Routh, Ph.D. 2nd ed. (Pp. 346. 16s. 6d.) Philadelphia 
and London: Saunders. 1949, 


Royal National Hospital for Rheumatic Diseases, Bath: Reports 
1947-1948. Vol. 2. (Pp. 256. No price.) Bath: Royal National 
Hospital for Rheumatic Diseases. 1949. 


A Textbook of Neuropathology. By B. W. Lichtenstein, B.S., 
M.S., M.D. (Pp. 464. 47s. 6d.) Philadelphia and London: 


Saunders. 1949. 


Massage and Remedial Exercises. By N. M. Tidy, T.M.MG. 
8th ed. (Pp. 487. 25s.) Bristol: John Wright. 1949. 


Everyday Psychiatry. By J. D. Campbell, M.D. 2nd ed. 
(Pp. 394. 36s.) London: J. B. Lippincott. 1949. 


Everyday Sex Problems. By N. Haire, Ch.M., M.B. (Pp. 268. 
10s. 6d.) London: Frederick Muller. 1948. 


Advances in Internal Medicine. Edited by W. Dock, M.D., 
and I. Snapper, M.D. Vol. 3. (Pp. 478. Sis.) London: Inter- 
science Publishers. 1949. 


El Ingles para Medicos y Estudiantes de Medicina. By R. 
Mackin and A. Weinberger. (Pp. 152. 7s. 6d.) London: Longmans, 
Green. 1949. 

Die Geschwiirskrankheit des Magens und ihre Chirurgischen 
Probleme. By O. Bsteh. (Pp. 175. 22s. 6d.) Vienna: Wilhelm 
Maudrich. 1949. 

Tuberkuloselexikon fiir Arzte und Behérden. By W. Roloft. 
(Pp. 372. M. 14.80.) Stuttgart: Georg Thieme. 1949. 


Psychotherapeutische Studien. By E. Kretschmer. (Pp. 215. 
M. 13.5.) Stuttgart: Georg Thieme. 1949. 


Rh-Syllabus. By A. S. Wiener. (Pp. 28. M. 2.40.) Stuttgart: 
Georg Thieme. 1949. 


Die Naturgemdsse Heilweise. By A. Hoff. (Pp. 296. 
M. 18.50.) Stuttgart: Marquardt. 1949. 


Nierenfunktionsproben und ihre Praktische Bedeutung bei 
Hdamatogenen Nierenkrankheiten. By V. Lachnit. (Pp. 208. 
Sch. 54.) Vienna: W. Maudrich. 1949. 


Hypertrophie des glandes paraprostatiques et cancer de la 
po nnrog 4 By P. Niehans. (Pp. 20. No price.) Berne: Hans 


Huber. 1948. 
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CHILD HEALTH PLANNING 


A recent Chadwick lecture entitled “ A Health Service 
for Children,” by Dr. Helen Mackay, was briefly reported 
in the Journal (April 30, p. 768), but now that it has been 
published as a pamphlet’ it is possible to consider her 
conclusions in the light of developments already envis- 
aged or actually achieved under the Health Act or in 
other ways. Deficiencies in existing provisions, accor- 
ding to Dr. Mackay, were in three categories. First was 
the lack of training of the general practitioner in paedi- 
atrics, and hence the great pressure on the hospitals for 
services which might often be much better provided in 
the home. No doubt the new proposals of the General 
Medical Council will in time help to remedy this, and 
medical-school deans might well study carefully the 
suggestions made by Professor W. S. Craig and his 
colleagues” in this Journal for showing students how 
mothers and children can be helped by a family doctor 
in the course of a general practice. 

Next Dr. Mackay comments on the lack of close asso- 
ciation between doctors working in the preventive ser- 
vices and those working in hospitals or in practice. “In 
many areas the position appears to have deteriorated 
since July 5 last,” she states. This is a serious matter, 
and it is pertinent to inquire how far local health 
authorities have taken the advice on the integration of 
their services with those of the hospital boards which 
was given by the Ministry of Health in a circular letter* 
sent out in 1947. This suggested, in effect, the encourage- 
ment of more specialization in maternity and child- 
welfare work and splitting of the duties, so that so far as 
child health is concerned medical officers experienced 
in child welfare should, in the words of the circular, 
“ gradually be allocated to the authority’s child-welfare 
centres, and spend part of their time participating in 
the work of an appropriate paediatric department in a 
children’s hospital.” Unfortunately the operative word 
appears to be “ gradually,” for in the period since the 
time of the circular, now nearly two years, there has been 


x ae Service for Children, 1949. Published by the Chadwick Trust, 


2 British Medical Journal, 1949, 1, 801. 
3 Ministry of Health Circular 118/47. 
4 British Medical Journal, 1949, 1, 962. 
5 Final —— - of the Paediatric Committee, Royal College of Physicians of 


little, if any, indication that authorities were doing more 
than filling vacancies by medical officers expected to 
attend antenatal clinics and welfare centres as before. 
The third main deficiency in Dr. Mackay’s opinion is 
lack of trained staff in the hospital services. “At 
present,” she states, “‘ only a minority of hospitals deal- 
ing with children have any medical staff trained in paedi- 
atrics.” It is to be hoped that such a situation will not 
be allowed to continue because of the need for economy. 
No ultimate saving to the nation will ensue if the medical 
care of children is “ second rate,” and the same applies 
to nursing care. The Nurses Bill threatened, or so it 
appeared to many, to end the training of nurses in the 
special care of the child, but a Government amendment 
suggests that some sort of reprieve has been granted. 
To replace a nurse with three years’ training and experi- 
ence in a children’s hospital by a nurse with adult train- 
ing and a short postgraduate course in children’s nursing 
would be a retrograde step. 

From defects Dr. Mackay passes to regional plan- 
ning. For much of this she is clearly basing her views 
on those published by the Paediatric Committee’ of the 
Royal College of Physicians, of which she was a mem- 
ber. But she has also had the advantage of translating 
the findings of the College report to an advisory com- 
mittee in the North-east Metropolitan Region, where a 
start has been made with this and with a child health 
committee which includes representatives of the local 
health authorities. Detailed discussion of regional plans 
must depend very much on what is available locally, but 
there can be no quarrel with the proposal that in every 
region there should be centres “ possessing the outlook 
and facilities of university centres, for treatment, teach- 
ing, and research.” This is almost already true outside 
the London area, and no doubt Dr. Mackay had very 
much in mind the fact that London at present has only 
one university institute of child health. 

Perhaps the most significant part of Dr. Mackay’s 
lecture begins with the statement, “ Each child will have 
his own general practitioner.” From this is developed 
the idea of one member of a team at a health centre 
with special interest and training in paediatrics, and of 
a large part of the clinical work in schools and child- 
welfare centres being done by general practitioners 
interested in paediatrics. As a transition stage it is urged 
that forthwith “ wherever there are local general practi- 
tioners who take an interest in paediatrics they should 
be brought into the paediatric services and their abilities 
used to the full.” This close association at the level of 
everyday work between hospital paediatricians, medical 
officers of the health services, and general practitioners 
is a recurrent theme in Dr. Mackay’s lecture, and could 
be developed at once with little cost and without waiting 
for buildings. _ 
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DIABETES AND GOUT 


Recent observations have shed new light on the well- 
known relation between diabetes and gout. It will be 
remembered that in 1943 Shaw Dunn made the interest- 
ing discovery that alloxan, when injected into rabbits in 
sufficient amount, altered the blood sugar, and after 
24 hours a permanent diabetic condition resulted. The 
observation has appeared until recently to be no more 
than a curious phenomenon of no physiological impor- 
tance. Several workers have investigated the mechanism 
of the action of alloxan and have shown that substances 
containing sulphydryl (—SH) groups are concerned. 
When alloxan was injected it was found to cause a 
rapid decrease in the amount of glutathione in the 
blood,’ and Lazarow? made the complementary obser- 
vation that when glutathione or cysteine was injected 
beforehand alloxan failed to cause diabetes. Evidence 
has .been obtained that the protective action of cysteine 
is due to the reduction of alloxan to its close relation 
dialuric acid.* The latest developments, indeed, hinge 
on dialuric acid, for it occupies a position midway 
between uric acid and alloxan. In 1909 Ascoli and 
Izar* showed that dog’s liver contained an enzyme which 
converts uric acid to dialuric acid, so that probably 
uric acid can be converted to dialuric acid in man. 
There has been a difference of opinion whether this 
substance causes diabetes,° and the outcome appears 
to be that if there is too little glutathione in the blood 
dialuric acid can be oxidized to alloxan, and then 
diabetes occurs. Thus glutathione can protect the body 
against alloxan by converting it to dialuric acid, but lack 
of glutathione allows dialuric acid, formed from uric 
acid, to be turned into alloxan. 

The experiment of producing diabetes in rabbits by 
injecting them with uric acid has actually been done by 
Griffiths.* He fed rabbits on a diet deficient in methio- 
nine and cysteine, and in the course of six weeks the 
glutathione was reduced to half. When one gramme of 
uric acid was injected into the peritoneal cavity the mean 
blood-sugar changes of four rabbits were very similar to 
those observed in four other rabbits after the injection 
of alloxan. There was the same initial hyperglycaemia 
giving place to hypoglycaemia, and the prolonged hyper- 
glycaemia at the end of 24 hours. The injection of uric 
acid had no action on the blood sugar of rabbits receiv- 
ing the same diet plus a supplement of methionine. 


1 Leech, R. S., and Bailey, C. C., ‘7. 7 om 1945, 157, 525. 

2 Proc. Soc. exp. Biol., N.Y., 1946, 6 

3 Lazarow, A., Patterson, J. W., tel S., Science, 1948, 108, 308. 
4Z. Physiol. Chem. 62, 347. 

5 Briickmann, G. d Wertheimer, E., J. biol. Chem., 1947, 168, 241. 

§ Ibid., 1948, 853. 

? Science, 1949, 109, 279. 

8 Ibid., 1949, 109, 280. 


® Hench, P. S., Kendall, E. C., Slocumb, C. H., and Polley, H. F., Proc. Mayo 


Clin., 1949, 24, 181. See also leading article in British Medico Journal, 1949, 2, 24. 
10 Mirsky, L A., and Foley, G., Proc. Soc. ae , Biol., N.Y., 1945, 89, 35. 
Harris, N., and Chen, K 
12 Goldner, M. G 


logy, 1945, 37, 201. 
and Gomori, G ., Proc. Soc. exp. Biol., N.Y., 1945, 58, 31. 


Evidence indicating a connexion between purine meta. 
bolism and diabetes has also come from another direc. 
tion. Conn and his colleagues’ at Ann Arbor have 
shown that in man diabetes can follow the injection 
of purified preparations of the adrenocorticotropic 
hormone of the anterior lobe of the pituitary body, 
There is hyperglycaemia and glycosuria, and the sugar- 
tolerance curves become like those of a diabetic. The 
excretion of uric acid in the urine is increased, and the 
amount of glutathione in the blood falls progressively, 
If an injection of glutathione is given intravenously there 
is a rapid fall of the blood sugar, and the urine tempo- 
rarily becomes sugar-free. The authors express the view 
that the primary disturbance is in purine metabolism 
and that a substance like alloxan is produced, which in 
turn causes diabetes. Other observations on the effect 
of the adrenocorticotropic hormone have been made 


by Hellmann,* who has injected it into patients with 


gouty arthritis. He found it caused a rise of uric acid 
in the serum and an increased excretion in the urine: 
he also observed glycosuria. The injection of this hor- 
mone would, of course, stimulate the adrenal cortex to 
increase the output of its own hormones, and when the 
injections were discontinued the output of these hor- 
mones would cease. Three days after the injections were 
stopped Hellmann’s patients had an acute attack of 
gouty arthritis, and this attack was arrested by giving 
adrenocorticotropin once more. We have yet to learn 
whether treatment of rheumatoid arthritis with com- 
pound E (“cortisone”*), which is a hormone of the 
adrenal cortex, or with adrenocorticotropin causes 


‘glycosuria. 


These observations indicate a close relation between 
purine metabolism and blood-sugar control. The impor- 
tance of this relation is emphasized by the results of 
metabolic studies on birds.’°’* In the duck and the 
chicken the largest doses of alloxan produce no blood- 
sugar change. In the pigeon there is some rise of blood 
sugar, but the bird dies from a deposit of sodium urate 
over all the serous surfaces. The facts suggest that the 
duck is immune to alloxan because it converts it to uric 
acid and excretes it ; the pigeon is less immune because 
it carries out this process less efficiently. 


VIRIDANS STREPTOCOCCI IN BACTERIAL 
ENDOCARDITIS 
The viridans streptococci—so called because on blood- 
containing media they produce green pigment—are the 
most frequent cause of subacute bacterial endocarditis, 
and it has been a common assumption, since Andrewes 
and Horder’s early work, that they are derived from the 
mouth, where similar streptococci are found normally or 
associated with dental sepsis. Strong support for this 
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view came from Okell and Elliott,! who were able to 
culture non-haemolytic streptococci from the blood of 
30 out of 40 patients immediately after dental extrac- 
tions and from 12 out of 110 patients with gross oral 
sepsis. Further work showed that any trauma, however 
trivial, to septic gums or the removal of tonsils was 
likely to produce a temporary bacteriaemia, and that 
if there were diseased heart valves subacute bacterial 
endocarditis was a possible sequel. Among those 
interested in the pathogenesis of infection it is now 
accepted that some organisms which normally have a 
saprophytic existence in one part of the body may 
initiate infection in another part. The coliform group 
causing urinary infection is a good example, and 
the term “potential pathogen” is often applied to 
these bacteria. However, lessons learnt from the 
classification of proven pathogens, like the pneu- 
mococci, haemolytic streptococci, and staphylococci, 
suggested that a subdivision of these potential patho- 
gens might yield useful information on certain points : 
whether, for example, a particular group within the 
species was most likely to be associated with infection, 
as happened with the Lancefield group A streptococci, 
and whether the strains causing infection could be more 
closely identified with saprophytic strains, as has proved 
to be the case with certain types of pneumococcus 
causing bronchopneumonia. 

Attempts to classify bacterial species like the coliform 
bacilli or the viridans streptococci according to their 
biochemical properties have not been very successful, 
and the tendency lately has been to use the methods 
of antigenic analysis or susceptibility to specific bac- 
teriophage for the subdivision of these families. In 
America attempts have already been made to classify 
the viridans streptococci serologically, and in this issue 
Professor Selbie and his colleagues report their findings 
in an antigenic grouping of over 200 strains of this 
organism from cases of subacute bacterial endocarditis 
and of some 50 strains each from normal throats and 
from dental extractions. Classification has been based 
on precipitation reactions with streptococcal extracts 
(prepared by the Fuller formamide method) against anti- 
sera to eight different strains produced in the rabbit by 
repeated injections of live or killed suspensions of the 
streptococci. By analogy with the Lancefield grouping 
of the haemolytic streptococci this method of antigenic 
analysis is likely to give only a broad grouping, depen- 
dent presumably on a carbohydrate fraction in the 
viridans streptococci. The authors found that most of 
their strains gave precipitation reactions with several 
antisera, and on the basis of these “ pattern” reactions 
they have recognized three broad groups with two sub- 
groups. Most of the endocarditis strains (181 out of 


1 Lancet, 1935, 2, 869 


2 Brit. J. exp. Path., 1924, 6, 141. 
3 To be published shortly. 


209) were distributed fairly evenly among the five 
groups, and all but nine of the 103 strains from teeth 
and throats gave positive reactions the majority of 
which fell into group Ila. These results indicate 
broadly that viridans stréptococci associated with sub- 
acute bacterial endocarditis belong to the same family 
as the strains found in the mouth, but they do not neces- 
sarily mean that a group I streptococcus isolated from 
the blood is identical with a group I strain present in 
the throat or causing dental sepsis in the same patient ; 
for that, more precise antigenic analysis like Griffith 
typing will probably be needed. It was usual to find 
strains falling into several groups among the streptococci 
isolated from the throat or from apical abscesses in indi- 
vidual patients, whereas strains isolated from the blood 
of relapsed cases of endocarditis treated by penicillin 
most often belonged to the same group as the original 
strain. These findings have been interpreted as an indi- 
cation that the relapse was due to a recrudescence of 
the original endocardial infection and not to reinfection 
from the mouth, but it is doubtful if with this broad 
serological classification such a claim is justified, 
although it gains some support from the close simi- 
larity in the biochemical reactions of strains isolated 
from the blood of relapsed cases. No mention is made 
of the non-haemolytic streptococcus called by Kilian 
Clarke? Streptococcus mutans because of its variable 
morphology, and associated by him with the aetiology 
of dental caries. This streptococcus is a single sero- 
logical type and has occasionally been found as a cause 
of bacterial endocarditis, which is further evidence of 
the close association between the organisms in the 
mouth and the endocardial strains, as is also the 
occurrence of Haemophilus para-influenzae, another 
inhabitant of the mouth, as a cause of infective 
endocarditis. 
Penicillin therapy has profoundly altered the prog- 
nosis in this previously fatal infection, particularly if 
the dosage is increased to 2 million units a day for six 
weeks as recommended by Christie.* But it must be 
remembered that “cured” patients are often left with 
grossly damaged valves which usually impair cardiac 
efficiency and leave the patient a prey to subsequent 
infection. It would be interesting to know the. after- 
histories over a five- to ten-year period of patients with — 
infective endocarditis cured by penicillin. Much more 
needs to be done to prevent this infection. Rheumatic 
fever is the main predisposing factor, and its steadily 
diminishing incidence should reduce the number of 
young people with endocarditis ; but given a patient with 
diseased valves—congenital defect and syphilis are the 
other main contributors—every effort should be made 
to prevent the superimposition of an infective endo- 
carditis. Oral sepsis is a continual danger to such a 
patient and should be radically treated, while the 
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extraction of teeth, tonsillectomy, or indeed any manipu- 
lative measure that may result in a temporary bacteri- 
aemia should be carried out only under a penicillin or 
sulphonamide “ umbrella.” This is a matter which vitally 
concerns the dental surgeon, who should become well 
acquainted with the risk of oral sepsis or of any dental 
Operation in a patient with defective heart valves. 


PENICILLIN IN EARLY SYPHILIS 


Though nearly six years have passed since Mahoney and 
his colleagues successfully treated four seamen suffering 
from early syphilis with penicillin, international opinion 
on the optimum treatment of early syphilis is still divided. 
In the United States, where the records of well over half 
a million patients who have been treated with penicillin 
alone are being carefully followed and statistically investi- 
gated, adjuvant arsenicals and bismuth are held to be not 
only unnecessary but undesirable. In Europe, where peni- 
cillin has been available only since the end of the war, 
and until recently has been strictly rationed, there is a 
widespread unwillingness to accept it as proved on alien 
evidence that even in its earliest stages a grave, chronic, 
constitutional disease can be permanently cured by a few 
days’ treatment. In this country, though penicillin is now 
accepted as an ideal treatment of attack, there is a not 
unnatural reluctance to abandon its well-tried predecessors. 
Most venereologists, with a few notable exceptions, still 
prefer to compromise and to consolidate their treatment 
with a standard course of about ten weekly injections of 
neoarsphenamine and bismuth, which would by itself, 
incidentally, cure at least 70% of early infections. 
Elsewhere in this issue J. W. Eames and D. H. Miller 
have tried to assess the results of this combined treatment 
in the face of a high default rate from surveillance due to 
the rapid release of their patients from the Services. With 
statistical and actuarial aid they claim to have demon- 
strated a cumulative post-treatment relapse rate of 15% 
at 18 months in addition to a treatment failure rate 
(sero-resistance) of 3.9% in secondary cases and 0.9% in 
seropositive primary cases. That these results are appre- 
ciably worse than those reported after similar treatment by 
McElligott, Jefferiss, and Willcox’ in this country and after 
penicillin alone by Sternberg and Leifer? and others in 
the United States is doubtless due to a laudable desire to 
take no chances with patients whose follow-up is likely to 
be jeopardized by an early return to civil life. Many will 
be surprised, however, to read that all patients whose blood 
tests were positive four months after the end of treatment 
were summarily classified as failures and treated again. 
Apparently no attempt was made to gain some idea of the 
serological pattern—to find out whether the titre of the 
test was rising, falling, or stationary. It is now well recog- 
nized that the serum reactions in treated early syphilis 
often take many months to revert to negative and that 
so long as the titre continues to decline a slow disappear- 
ance of reagin, even lasting a year or longer, is in no way 
suggestive of failure of treatment. Indeed in some cases 


1 Brit. J. vener. Dis., 1948, 24, 45. 
2J. Amer. med. Ass., 1946, 133, 1. 


of true relapse the initial serological response is often 
surprisingly rapid. 

There is still a tendency for the clinician to place tog 
blind a faith in blood tests and also perhaps for the sero. 
logist to believe too implicitly in his own technical mogj. 
fications and in the specificity of his antigens. Uptj 
standard methods and, what is even more important, 
standardized reagents are employed it will still be pos. 
sible for a patient to be cured in one clinic and not ip 
another. The new cardio-lipin-lecithin antigen is becoming 
increasingly popular in the United States, and is said to be 
stable and unaffected by changes of climate or tempera. 
ture. When its optimum level of sensitivity has beep 
ascertained and its manufacture standardized and simpli. 
fied the problem of the exact significance of serum reactions 
may perhaps be nearer solution than it is to-day. 

That the toxic effects of arsenic are rarely sgen in mili- 
tary patients is doubtless due to their age, sex, and good 
physical condition. A far greater toll is usual in ciyj 
clinics, where women, the undernourished, and men in the 
higher age groups are treated, and most venereologists 
would be glad to dispense with these potentially toxic 
drugs. If consolidation treatment in early syphilis has 
any advantage, and this is generally denied in the United 
States, weekly injections of bismuth, or of procaine. 
penicillin with aluminium monostearate, or of both con- 
currently would seem to be safer and equally efficacious 
for this purpose. Be this as it may, a few weeks’ con- 
solidation treatment of any kind has the advantage of 
impressing the patient with the gravity of his disease and 
will underline the importance of adequate observation after 
treatment. 

The accurate assessment of a new therapeutic agent ina 
disease so chronic and so protean in its manifestations, as 
well as in its reactions to treatment, is a difficult task. 


* Prolonged and careful clinical observation and serological 


studies are important, but in addition that unpredictable 
element, the host factor of ‘the individual patient, can 
never be neglected. It is easy to acclaim a dramatic cure 
or a failure of treatment, but more difficult to state dog- 
matically to what extent the treatment, or the lack of it, 
has been responsible for the result. It is only by careful 
observation of a large number of patients over a long 
period, and by careful comparison with the results obtained 
by treatment with the arsenicals, that we can even begin 
to come to a decision. Meanwhile the Syphilis Study 
Section of the National Institute of Health, of the United 
States Public Health Service, has been carrying out a care- 


fully controlled experiment on a vast scale for more than © 


three years. Up to the present these American workers are 
increasingly convinced with each succeeding year that 


penicillin alone with adequate surveillance is the best . 


known treatment for early syphilis. 


VITAMIN B.,, 


In previous annotations! we have commented on the isola- 
tion from large amounts of liver of minute quantities of a 
red crystalline compound containing cobalt and having great 
anti-pernicious-anaemia activity. This substance has also 
been isolated from fluids in which certain micro-organisms, 
notably Streptomyces griseus, have been grown.” Dunlop 
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and Wilson® in this country have recently reported good cells perc.mm. This type of activity is obviously similar to 
haematological responses in two cases of classical Addi- that of the extrinsic factor, and the question arises whether 
sonian pernicious anaemia, using extracts of the metabolism the intrinsic factor is some substance which merely facili- 
fluid of a strain of streptomyces. This encourages the hope tates the absorption of vitamin B,, without itself actually 
that an alternative source of supply for the anti-anaemia entering into the final composition of the anti-anaemia 
principle may be developed, especially because of the principle as has hitherto been believed. This view is supported 
present difficulty of obtaining livers of satisfactory quality. by the finding by the same workers that commercial highly 
In addition, microbiological assay methods which have _ purified liver extract when given by mouth is likewise poten- 
been developed during the isolation of this pure factor may _ tiated by the addition of normal gastric juice. Hall and his 
eventually do away with the tedious necessity for clinical colleagues* have confirmed these findings, but point out that 
trial of all batches of anti-anaemia principle. the quantities so far used have been small and that larger 

Many of the investigations carried out with folic acid are doses will have to be given before it can be stated unequivo- 
now being repeated with this new substance, hitherto known cally that vitamin B,, is without activity when given alone 
in the U.S.A. as vitamin B,, and now available commer- by mouth to patients with pernicious anaemia. Spies in 
cially in that country under the trade name of “cobione.”— the paper already cited also noted in one case failure of 


Spies and his co-workers, who have done much work on vitamin B,, to produce a response when given by mouth, 


folic acid, have recently published their findings‘ in 21 
patients with nutritional macrocytic anaemia, sprue, or per- 
nicious anaemia. In all there was great improvement in the 
anaemia and also in symptoms such as sore tongue (though, 
as Brown’ has recently shown, glossitis of this type may 
sometimes be relieved by substances other than the anti- 
pernicious-anaemia factor, such as calcium pantothenate, 
- niacin, riboflavin, and folic acid) and in the abdominal dis- 
comforts of sprue. Improvements ‘may occur after the 
injection of 10 wg. or even less, but it is thought that the 
optimal dosage may be nearer 100 »g. No informatior is 
yet available about the amount required to maintain a 
remission. In addition to these cases Spies treated with 
vitamin B,, 14 patients with pernicious anaemia compli- 
cated by subacute combined degeneration of the cord, and 
the symptoms due to peripheral nerve or posterior column 
involvement were much diminished. This finding, which 
confirms earlier reports, is in complete contrast with the 
effect of folic acid, which not only does not prevent develop- 
ment of neurological complications but in many cases 
appears to precipitate them. In macrocytic anaemia of 
pregnancy, however, the results were different. In a detailed 
account® from the Mayo Clinic a case of severe macrocytic 
anaemia occurring in the seventh month of pregnancy is 
described ; the patient failed to respond to large doses of 
liver extract or to moderate amounts of vitamin B,,, but 
she improved immediately when folic acid was given. 
Investigation of the relation of this new substance to 
Castle’s intrinsic and extrinsic factors has yielded some 
unexpected results. In earlier trials vitamin B,, was given 
by injection, and its action appeared to correspond to that 
of the anti-anaemia principle thought to be formed by the 
interaction of the two factors and stored in the liver. How- 
ever, a recent paper by Berk and other workers (including 
Castle)’ records the effect of oral administration, with and 
without the addition of normal gastric juice, in cases of 
pernicious anaemia. By itself vitamin B,, had practically 
no effect, but in combination with 150 ml. of normal gastric 


. juice 5 »g. of the substance led to reticulocyte responses of 


from 4 to 16% and increases of up to nearly a million red 


\ 1 British Medical Journal, 1948, 1, 889; ibid., 1948, 2, 949, © 


6 Proc. Mayo Clin., 1949, 24, 149: 
7 New Engl. J. Med., 1948, 239, 911. 
8 Proc. Mayo Clin., 1949, 24, 99. 


though it was effective when given with gastric juice from 
an individual with duodenal ulcer. Apart from the theo- 
retical importance of this finding, there is the practical 
conclusion that even if supplies of vitamin B,, become avail- 
able for general use it will still have to be given by injection 
in the treatment of pernicious anaemia. 


LUMBAR “FIBROSITIS ” 
Our correspondence columns have recently borne testimony 
to the lack of unanimity of opinion on the subject of 
“ fibrositis.” The clinical entity is well recognized, but 
pathologically it probably represents a composite group 
of abnormalities ; when no definite lesion is demonstrable 
some would prefer to talk simply of “myalgia”—an 
adequately descriptive term which makes no pretension 


to deeper understanding. From the whole group of patients . 


with this symptom complex Copeman and Ackerman! have 
recently separated those in whom lumbar and gluteal fat 
herniation gives rise to backache and referred ‘pain in the 
leg. Dissecting the cadavers of previously healthy soldiers, 
they constantly demonstrated the presence of: deposits of 
fibro-fatty tissue beneath the superficial fascia in well- 
defined areas along the outer borders of the sacro-spinalis 
and above the crest of the ilium. This constant localization 
of fat they termed the “basic fat pattern.” In certain 
areas there were small fat herniations through the fascia, 
particularly where it was pierced by the cutaneous branches 
of the lumbar nerves and their accompanying blood vessels. 

We published in July an article? in which Copeman dis- 
cussed the significance of these findings in relation to certain 
“rheumatic syndromes.” In cases of lumbar myalgia there 
were local tender nodules, pressure on which reproduced the 
pain. The distribution of these “trigger areas” corresponded 
with that of the “ basic fat pattern.” Excised nodules were 
seen to consist of oedematous fibro-fatty tissue herniated 
through the fascia and continuous with the underlying deep 
fat. Relief of pain followed excision or disruption of the 
nodule by injection of 10-20 ml. of procaine, followed by 
extensive teasing and undercutting with the needle-point. 
Copeman and Ackerman claim that the demonstration of 
these lesions provides scientific justification of the custo- 
mary treatment of “fibrositis” by heat, massage, and 
movement, because these procedures improve the blood 


1 Arch. intern. Med., 1947 hae 1 


2 British Medical Journal, 
8 J, Urol., 1948, 69, 1061. 
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supply and lymphatic drainage and help to destroy the 
nodules or reduce the herniation. They are careful to point 
out, however, that this abnormality is not present in all 
cases ¢ myalgia. The frequent indiscriminate use of 
physiotherapy for backache can lead only to much waste of 
effort and eventual disappointment, particularly when the 
disability is primarily psychoneurotic or postural in origin. 

Orr, Mathers, and Butt,® confirming Copeman and 
Ackerman’s work, have demonstrated the presence of 
nerve fibres in the tender fibro-lipomatous nodules excised 
from the lumbo-dorsal region of patients who complained 
of pain which simulated that of uretero-renal disease and 
in whom no urological disease was found. In each case 
removal of the nodule effected cure. This series illustrates 
the need for caution in the interpretation of pain arising 
from deep structures. Sensory impulses from superficial 
tissues can be accurately localized, but, since the deeper 
structures are poorly represented in the sensorium, pain 
arising therefrom is felt diffusely throughout the correspon- 
ding spinal segment, so that visceral disorders may be sug- 
gested by pains arising from somatic structures, and vice 
versa. Not only fat herniations but also other musculo- 
skeletal disturbances such as old, unnoticed crush fractures, 
Pott’s disease, disk prolapse, and soft-tissue injuries may 
mimic visceral disease and lead the unwary to recommend 
unnecessary investigations and even repeated and unsuc- 
cessful visceral surgery, particularly when pain is referred 
to the abdomen. There is also the danger that musculo- 
skeletal derangements causing ill-localized pain may all 
too easily be diagnosed as “‘fibrositis” or ‘“ muscular 
rheumatism.” 


MOUSE CANCER TREATED BY STREPTOTHRIX 
CULTURE 


There have been many attempts to influence the growth of 
transplantable tumours of the mouse by injecting the pro- 
ducts of growth of micro-organisms—from the toxins of 
streptococci to those of Trypanosoma cruzi. Although 
favourable results have been claimed, usually the products 
have proved either too toxic or too erratic in action to 
prove of value. A recent report comes from de Angelis,’ 
who claims ‘that the culture fluid of a mycete originally 
isolated from granulomatous lesions in a cat, and hence 
called Streptothrix felis, has a specific action on tumour 
cells. The exact method of preparing mycetin, as the 
active product is called, is not disclosed, but it appears 
to be a sterile neutral filtrate of cultures of the strepto- 
thrix. In mice the highest tolerated dose injected sub- 
cutaneously is 0.4 ml. Sometimes only one subcutaneous 
injection, at other times two or three, were required to 
bring about a cure ; the injections were made as far away 
as possible from the site of the tumour. De Angelis chose 
the adenocarcinoma of Ehrlich as the experimental tumour, 
and the results he reports are certainly startling. Of 106 
mice treated 12-14 days after transplantation of the tumour 
102 were completely cured and four died from causes 
unconnected with the experiment ; all the control mice, of 
which there were 102, died. When the tumours were 
allowed to grow larger—from 15-20 days after trans- 
plantation—injections of mycetin cured 112 of 116 mice; 


1 Oncologia, 1949, 2, 43. 


two died from an accident, and in two there was no absorp- 


tion of the growth. Of 98 controls, all died. Oie hundred | 


and eight mice with tumours of greater age were treated - 
94 were cured, four died with a reduction in size of the 
tumour, and 10 were unaffected. Thus the results were 
successful in 93% of all the mice treated (330). Mice 
which had been cured were resistant to- further inocula- 
tion with the same carcinoma. In interpreting experiments 
on transplantable mouse carcinomata it must always be 
remembered that damage to the tumour and consequent 
absorption may be due not to direct damage to the cancer 
cells but to interference with the blood supply of the 
actively growing tumour cells—haemorrhage leading 
directly to cell necrosis. No attempt seems to have 
been made to determine whether or not mycetin acts 
directly on tumour cells or on the blood vessels of the 
carcinoma. 


THE DEVALUED POUND 


Though Sir Stafford Cripps dwelt on the increased cost of 
wheat, and therefore of bread, as a consequence of the 
devaluation of sterling, which he announced on Septem- 
ber 18, he mentioned briefly that “dollar goods . . : will 
cost more in pounds, shillings, and pence.” Among these 
we suppose will be a number of drugs and raw materials 
used in medicine which are imported from hard-currency 
areas. They include cascara sagrada, which is derived from 
the California buckthorn ; senega, the dried senega snake- 
root of North America ; valerian, which is imported from 
Belgium, though the plant from which it is extracted grows 
wild in Britain ; and hamamelis, from the Virginia witch- 
hazel. The balsams of Canada, Peru, and Tolu (in Colom- 
bia) may cost more, as well as the oils of chenopodium, 
turpentine, and sassafras. If molasses goes up in price, 
acetic acid, ethyl acetate, and amyl acetate, which are 
derived from it, may follow suit. Bismuth, mercury, and 
silver are also imported from America, and we may have 
to pay more for olive oil, which comes from Italy, 
since we shall be competing with hard currency to buy 
it. Aureomycin is still obtainable only from the U.S.A. 
Presumably the price of American books and journals will 
increase, and possibly that of some cotton used in dressings. 
It seems even that we can hardly take comfort in the 
thought that the price of tobacco will rise and thereby 
deter some of our patients from poisoning themselves so 
heavily, for the cost of the American tobacco in cigarettes 
is so small that it contributes very little to the price of the 
finished article. 

Since the pound is now equivalent to $2.80 instead of 
$4.03, American goods will cost about 30% more—that is, 
in the words of Sir Stafford Cripps, “ if dollar prices do not 
fall.” Speculation on the rate of international exchange 
and the price of gold may be left to the economists, who 
are better equipped to pronounce on a subject where—to 
misappropriate a maxim of Bernard Shaw’s—the golden 
rule is that there are no golden rules. But it seems pos- 
sible that the cost of the Health Service will rise slightly in 
the next few months unless alternative sources can be found 
from which to import a number of materials essential to 
medicine. 
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FOURTH INTERNATIONAL NEUROLOGICAL | 
CONGRESS 
MEETING IN PARIS 
[FROM A CORRESPONDENT] 


The fourth International Neurological Congress was held in 
Paris from September 5 to 10, under the patronage of the 
President of the French Republic and of the French Foreign 
Ministers. The president of the Congress was Professor T. 
Alajouanine, of Paris, and the senior vice-president Professor 
J. A. Barré, of Strasbourg. Sir Charles Sherrington and 
Dr. Gordon Holmes were the British présidents d'honneur, 
and Dr. Anthony Feiling the British vice-president. A national 
committee had been set up in each of the participating countries 
to prepare the programme, and the four official languages were 
British, French, Spanish, and Russian. Great credit is due to 
the French neurologists and officers of the Congress both for 
their skill in organization and for their hospitality to the many 
overseas representatives who attended. 

The late summer was at its finest in France as in England, and 
the many scientific meetings took place under conditions of 
most oppressive heat, made all the worse by the necessity to 
close and darken the lecture-rooms of the School of Medicine 
when showing slides. The neighbouring cafés were thronged 
through the day with distinguished neurologists of all nations 
refreshing themselves and recovering between sessions. The 
Congress opened with an evening reception by the president and 
members of the French Society of Neurology. French social 
occasions have a delightful informality unfamiliar in this 
country. Those who attended found no reception at all in 
the sense of having to queue up and be received before enjoy- 
ing the excellent hospitality. It was as well on so hot a night 
that with the minimum of delay life could be preserved by 
bumpers of iced champagne. 

On Monday, September 5, the members of the Congress were 
welcomed to Paris by the president, M. Pierre de Gaulle, 
brother of the general, and the members of the Municipal 
Council at a crowded gathering in the Hétel de Ville. The social 
occasions of the Congress concluded with the official banquet 
on Friday. There was only a short speech from Professor 
Alajouanine, presiding, and a brief acknowledgment from the 
veteran Professor Austregesilo, of Brazil, with none of the pro- 
longed post-prandial oratory commonly inseparable from such 
functions in Britain. 

Many short papers on a wide range of subjects were read. 
Longer papers were devoted to electroencephalography and 
electromyography, the thalamus and its pathology, the surgery 
of pain, and virus diseases of the nervous system. Some of 
the more important points in the discussion on this last sub- 


ject were reviewed in an annotation last week (Journal, 


September 17, p. 643). 


Electroencephalography and Electromyography 


Dr. Frédéric Bremer (Brussels) presented a report upon the 
physiological basis of electroencephalography in which he dis- 
cussed the origin and significance of cerebral electrical rhythms. 

Dr. Herbert H. Jasper (McGill University), speaking on 
electroencephalography in neurosurgery, emphasized that the 
most important application of E.E.G. was in the ‘investigation 
of epilepsy. Second in importance was its use in estimating 
the severity and location of damage in cases of head injury. 
He placed third its employment in locating expanding intra- 
cranial lesions (he considered air-encephalography more 
reliable). Fourth came its diagnostic applications in vascular, 
infective, toxic, and degenerative lesions. Dr. Jasper gave in 
detail his findings in the different forms of epilepsy. With 
cerebral tumours and abscesses, he considered that in expert 
hands location could be achieved by E.E.G. in 80-85% of cases. 

“The most important advance of interest to the neurosurgeon is 
the perfection of methods for recording electrical activity directly 
from the exposed cortex (electrocortigrams) and from subcortical 
Structures (electrothalamograms). Finally, with the intimate 
collaboration of neurosurgeon, neurologist, neuro-anatomist, and 
neurophysicist, the brain is being induced to reveal its secrets through 
a study of its electrical actions.” 


Of current investigations now being carried out in various 
laboratories the most important were studies of the functional 
anatomy of the thalamo-cortical projection systems, which 
played such an important part in regulating the electrical 
activity of the cortex. ‘ 

Dr. Denis Hill reviewed the electroencephalographic concept 
of psychomotor epilepsy, emphasizing its protean causations. 

Dr. Fritz Buchthal (Copenhagen) gave a wide survey of 
electromyography, with diagrams of central and peripheral 
lesions of the nervous system. He considered the electromyo- 
gram an important aid in the differentiation of neurogenic from 
intrinsic muscular paresis or atrophy. It was often the only 
way of deciding whether interruption of a motor nerve by injury 
was complete or not. 

Professor W. E. Le Gros Clark (Oxford) introduced the sub- 
ject of the thalamus and its pathology with a summary of the 
present state of anatomical knowledge. He referred to 
increased knowledge of the direct anatomical connexions be- 
tween different thalamic nuclei and functionally distinct areas of 
cortex, and drew attention to our igndrance as yet of the signifi- 
cance of this in differentiating the functions of the various 
thalamic nuclei. Dr. W. R. Hess (Zurich) gave a parallel report 
upon thalamic physiology, and Van Bogaert (Amsterdam), 
Lhermitte (Paris), and others contributed clinical studies of 


Virus Infections 


Professor A. B. Sabin (Cincinnati) discussed the classification 
of virus infections. Virus diseases in man were divisible into 
two broad groups: those due to a virus having its basic reservoir 
in human beings, and therefore world-wide in distribution ; and 
those due to viruses whose basic reservoir was extra-human, 
with consequent variations in distribution in the world. The 
most important virus in the first group was that of poliomyelitis ; 
others in this class were herpes simplex and lymphogranuloma 
venereum. 

Of the viruses with an extra-human basic reservoir there was 
the large group of arthropod-borne encephalitides, and the group 
of viruses transmitted to man by the secretions or excreta of 
animals—e.g., rabies and lymphocytic choriomeningitis. To 
these two classes of virus must be added a third, that of diseases 
such as encephalitis lethargica in which the virus had yet to be 
isolated. Dr. Sabin differentiated neurotropic from neurono- 
tropic viruses, the latter having the power of multiplying within 
neurones and being able to pass synapses. A feature of virus 
infection in man was that only a small proportion of those 
infected-ever showed symptoms. 

Professor W. McD. Hammon (University of California) gave a 
detailed account of research into the epidemiology of arthropod- 
borne viruses and expounded the theory that their true reservoir, 
in which they survived, was the mite, though they had in the 
U.S.A. various secondary hosts, such as birds and horses. 

Dr. Sven’ Gard (Stockholm) discussed the virus of polio- 
myelitis. He described the discovery of a group of viruses 
closely related to that of poliomyelitis, and referred to the 
occurrence of myocarditis in this disease—a subject requiring 
further study. 


_thalamic problems. 


Dr. Lépine (Institut Pasteur) spoke about the viruses of. 


herpes, choriomyelitis, and rabies; and Dr. G. M. Findlay 
(London) discussed factors influencing infection of the C.N.S. 


by viruses. 
Neurosurgery and Thymectomy 

There was a masterly report on the surgical section of pain 
tracts and pathways in the spinal cord and brain stem by 
Olaf Sjéqvist (Sweden), covering all aspects of the subject. Case 
reports of prefrontal leucotomy and lobectomy for intractable 
pain came from Dr. Krayenbiihl (Zurich), and Professor René 
Leriche (Paris) surveyed the whole field of surgery of the 


‘sympathetic system for the relief of pain. 


Mr. G. F. Rowbotham (Newcastle) described his experience 
over many years in the surgical treatment of migraine and gave 
his case results. He had practised various procedures, singly 
and in combination, such as trigeminal root section, section of 
the middle meningeal artery, cervical sympathectomy, and divi- 
sion of the external carotid artery. He advised, in cases of 
frontal headache, division of supraorbital and cervico-temporal 
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arteries in the scalp, and of the middle meningeal artery and 
petrosal nerves intracranially. Later, if necessary, trigeminal 
tractotomy - might be performed, or even sympathectomy. 
Dr. Henry R. Viets (Massachusetts General Hospital) 
described the results of thymectomy in 36 patients operated 
on since 1941. Seven of these patients had thymomas and 
three of them were still living. One had survived six years 
and the other two were greatly improved after operation. All 
but four of the 29 patients with myasthenia gravis and with no 
thymic tumour had survived. The results were excellent in five, 
good in five, fair in four, and poor in four. It was too soon to 
‘estimate the results of operation in the remaining seven cases. 
He urged that patients should be adequately maintained on 
oral neostigmine before operation, and neostigmine might with 
advantage be given intravenously during thymectomy. The 
significance of germinal centre formation in the thymus was 
not clear, but the finding of a large number of germinal centres 
was highly suggestive of myasthenia gravis. In his view the 
results obtained by thymectomy over the last nine years justified 
the continuation of the operation in the treatment of myasthenia 


gravis. 


Shorter communications were very numerous, covered a wide 


range, and attained a high standard of interest and originality. 
Mention should be made in particular of Dr. S. P. Meadows’s 
(London) paper on carotid cavernous aneurysms and pulsating 
exophthalmos, and that of Dr. A. G. Frovig (Oslo) on the 
syndrome of bilateral obliteration by arteritis of the common 
carotid artery. 

On Saturday, September 10, at the last session, Dr. Pearce 
Bailey (Washington) reviewed the difficult position of neurology 
in the U.S.A., sandwiched as it was between neurosurgery and 
psychiatry, and he urged more active organization amongst 
neurologists. 


ANNUAL CONGRESS OF PHYSIOTHERAPISTS 
AN EXPANDING PROFESSION 


The annual congress of the Chartered Society of Physiotherapy 
was held at St. Pancras town hall from September 14 to 18. 
Each day was fully occupied with a programme of lectures, 
demonstrations, and hospital visits, and the members were 
entertained at receptions by the Royal College of Physicians 
and by the Council of the Society. 

The opening lecture was given by Dr. J. A. CHARLES, Deputy 
Chief Medical Officer, Ministry of Health, with Dr. W. S. C. 
CoPpEMAN, chairman of council, presiding. Dr. Charles 
reviewed the developments in health services and social insur- 
ance in various countries. The beginnings of social insvrance 
in France, he said, could be traced back to the immediate post- 
revolution period. Virtually the entire population of France 
was now included in social insurance schemes, contributions to 
which represented up to 16% of income. The fee payable for 
a consultation was variable: one rate for a general practitioner, 
double for a specialist, treble for the member of a teaching 
staff of a hospital, and the rate varied again according to region. 
The French regarded their system, despite its large staff of 
functionaries, as less bureaucratic than ours. Direct payment 
of fees by the patient was considered to be a great bulwark 
against a salaried service. The doctor charged the patient 
according to an official tariff, and the patient was reimbursed 
up to 80% from the fund. ' Capitation fees were anathema to 
the French doctor. 

In Sweden the basis of medical care was twofold: organized 
sickness insurance within a circumscribed field and a magnifi- 
cent hospital system. Sickness insurance would next year 
become a compulsory system covering the entire population. 
The patient paid the doctor and recovered two-thirds of the 
expenditure from the sickness fund. Sweden’s great problem 
was shortage of doctors. Medical fees were moderate by our 
standards, but on the average doctors were well up in the 
highest income levels, their scarcity increasing their power as 
a pressure group. It was proposed to open new medical schools. 
With regard to the United States, Dr. Charles gave some figures 
comparing maintenance costs in the same 14 hospitals 60 years 


ago and now; the average daily maintenance cost per pati 
in the ‘eighties was 1 dollar 39 cents; to-day it was 14 

61 cents. Nearly one million new hospitals beds were Deeded 
in the United States. 

Coming finally to this country, Dr. Charles claimed that 
National Health Service had proved popular beyond all eXpecta. 
tion: 95% of the people had chosen their general Practitioner . 
the indexes kept by executive councils included names fro.’ 
every class of the population, and 95% of doctors, 99% of 
dentists, and practically all pharmacists were in the : 
The overall cost of the service for England and Wales 
£232 million in the present financial year, roughly 2s, 1g per 
head per week. It might be that within this field there Was a 
possibility of saving here and there, but the cost must be yj 
against the background of the £300 million a year log . 
industrial production on account of illness. The benefits which 
the Service would bring, used wisely and intelligently, wer 
tremendous. 


Physiotherapy and Chest Surgery 


Mr. T. HoLmMes SELLors lectured on “Physiotherapy jp 
Chest Surgery.” The subject, he said, was one which had 
been specially developed in this country ; it was not practised 
at all widely in other countries he had visited. In chest sur 
the association between the surgeon and the physiotherapist was 
very close. The surgeon was completely dependent on goog 
physiotherapy for the operative preparation of the patient and 
for restoration to health and posture after operation. He 
regarded the physiotherapist as an essential member of the 
team. Many people in hospital were quite prepared to cary 
out physiotherapy, but the results were not satisfactory. Ap 
extremely high standard was demanded and was achieved jp 
special chest units and hospitals only where physiotherapists 
were engaged in this type of work for practically the whole of 
their time. It took from four to six months for the physio 
therapist to. master chest practice. Any general hospital—h 
was not now speaking of a special chest hospital—which had 
100 or 150 beds would provide nearly enough in-patient and 
out-patient work to occupy one physiotherapist. 

On the admission of the patient the physiotherapist must 
study his respiratory capacity, and then institute breathing 
exercises appropriate to the type of treatment which was going 
to be undertaken. Patients with low vital capacity and stiff 
chests could be educated in two or three weeks and made “ safe 
for surgery.” Chest surgeons prided themselves on the fact 
that their post-operative complications were fewer than in 
general surgery, and for this result thanks were due to the 
physiotherapist. Expiratory exercises played little part in chest 
surgery except in such conditions as asthma and in squeezing 
out secretions from the lung in bronchiectasis. It was inspira- 
tory effort that was emphasized, and this not just a diffuse 
movement, like a general heave of the chest, but a controlled 
localized movement. A patient, if intelligent, could be trained 
to move one part, and one part only, of his chest. 

The physiotherapist must always be aware of the rate at 
which chest deformity could develop. It called for concentrated 
effort on the part of the physiotherapist to transmit her 
enthusiasm and persistence to the patient. There was great 
value in the psychological stimulus that she could give. Liaison 
between the physiotherapist and the occupational therapist, 
again, could be very valuable. Mr. Sellors went on to describe 
various chest conditions and the work of the physiotherapist 
in regard to them. After an operation such as thoracoplasty 
in a female patient it was possible to maintain the patient's 
posture so that although the chest was flattened above and 
below, unless she wore evening dress, no deformity was Visible. 


New Hope in Rheumatoid Arthritis 


In another lecture Dr. W. S. TEGNER discussed the present 
situation in regard to rheumatoid arthritis. The theory of a 
septic focus was dying hard, but it had never been possible to 
isolate a toxin capable of producing rheumatoid arthritis. The 
theory of sensitization and allergic response had been formu- 
lated but never proved. An American report suggested that 
in every group of sufferers one-fourth recovered, one-fourth 
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became crippled, and half had a long period of exacerbations 
and remissions. Another American report put the recoveries 
‘at only 15%. Starvation, surgical operation, and anaesthesia 
had a favourable effect on the disease, but more surprising 
was the ameliorative effect of obstructive jaundice and of 
pregnancy. 

A specific treatment which had long been advocated was by 
intramuscular injections of gold. The claims made for gold 
therapy were unjustifiably optimistic. Hench had found the 
improvement after gold therapy to be far less than the improve- 
ment during an attack of jaundice or during pregnancy. 

The lecturer then described the work carried out on 
“compound E,” or “ cortisone.” He had seen some of the 
patients treated in America and had never seen such rapid 
cures or remissions. It could certainly be said that a rare and 
expensive product had been found which profoundly altered 
the pattern of the disease. The patients responded to it 
physically and mentally in a remarkable manner. The psycho- 
logical effect was to produce a euphoria which was more than 
the effect of well-being after recovery from illness. There was 
need for a dispassionate survey of the results of this discovery 
and of the relation of cortisone to the aetiology of rheumatoid 
arthritis. Every effort must also be made to produce cortisone 
economically at reduced cost. There was no evidence that it 
had any value in osteoarthritis. The speaker also uttered a 
warning against all sorts of “ pseudo-cortisones” which were 
springing up. He believed that the introduction of the real 
cortisone would bring about the rapid disappearance of other 
specific treatments, including gold, and he hoped it would not 
be long before supplies were available in this country, but care 
must be taken that it was not wasted on the wrong patients. 


Physiotherapy in Obstetrics 


Lectures accompanied by films and lantern demonstrations 
were given by Dr. Dudley Hart on ankylosing spondylitis ; by 
Mr. L. W. Plewes on industrial rehabilitation ; by Dr. Griffith 
Pugh on the effects of cold on the human body, and Dr. J. T. 
Ingram on the health of the skin. Dr. E. J. Crisp gave a 
survey of the present-day scope of ultra-violet irradiation. 

The role of the physiotherapist in the training of the 
expectant mother was the subject of an address by Professor 
W. C. W. Nixon, and was followed by a demonstration of 
exercises in which patients from the Royal Free Hospital 
participated. Professor Nixon said that in surgery the physio- 
therapist had played a conspicuous part in preserving and 
restoring normal function. Formerly the masseuse was looked 
upon as an intruder. It had taken time to convince the surgeon 
about the possibilities of physiotherapy, but now the physio- 
therapist had been recognized as playing a necessary part not 
only in post-operative but in pre-operative care. In obstetrics 
the physiotherapist had started her work in the post-natal period, 
but from that it was a short step to antenatal physiotherapy. 
She had an important role to fulfil in training the woman for 
her confinement, including the preparation for the actual 
delivery. This was what should be regarded as the greatest 
athletic event in a woman’s life, and for any athletic event 
training was necessary. The mothers had been quick to 
respond. Instead of paying rather half-hearted visits to the 
antenatal hall they had, thanks to the physiotherapist, come 
to feel that something definite was being done for them. Too 
often in the antenatal clinic the accent had been on the abnormal 
rather than on the normal. The physiotherapist restored the 
balance by presenting the physiological aspect of pregnancy and 
making it real through a series of antenatal exercises. Instead 
of being passive examinees, the expectant mothers became 
active participators. Who could teach relaxation better than 
the physiotherapist? Those who had the care of expectant 
mothers knew that the great problem was to eliminate fear, 
and this was most successfully done by proper training during 
pregnancy. Physiotherapists had done much to bring home 
to mothers the idea that labour was a normal process, 
and to evoke that confidence which made for a happy 
labour. He thought that physiotherapists should be given 


the privilege in the labour ward of seeing the results of their 
instruction. 


Causation and Prevention of Deformity 


The Founders’ Lecture. was delivered on the last day of the 
Congress by Sir Harry PLATT, who discussed the causation and 
prevention of deformity. Deformity, he said, was formerly 
accepted as the inevitable accompaniment of many accidents 
and diseases, but now the emphasis was on prevention, and 
in such prevention the physiotherapist played an important 
part. Acquired deformity might be most conveniently 
studied in the form of joint contracture, of which he 
distinguished three main clinical types—namely, the con- 
tractures of flaccid paralysis, those of spastic paralysis, and 
those which resulted from intrinsic changes in the muscles. 
Taking as an example the contractures in poliomyelitis, he said 
that these were initiated by a state of muscle imbalance in 


’ which the active muscles began to shorten. Such contractures 


in poliomyelitis might occur within the first few weeks after 
onset. They were in general not difficult to prevent. In the 
majority of orthopaedic hospitals and clinics the old practice 
of rigid immobilization in the early stages of poliomyelitis had 
been abandoned. The limbs were now supported in correct 
postures, and as soon as they could be handled without distress 
the joints were treated by physiotherapeutic methods, so that 
by the time the patient was on his feet no contractures should 
be present. 

It must never be forgotten in poliomyelitis, however, that 
throughout the recovery stage the tendency to contracture 
remained. When the patient began to walk other deforming 
influences were added—growth, gravity, posture, counter- 
resistance, and so on. The physiotherapist in charge of+a 
re-educational programme should be constantly on the look- ~ 
out for deformities such as lateral curvature of the spine or 
inversion of the foot, or claw foot. Perhaps the most difficult 
problem in poliomyelitis was to prevent or control lateral curva- 
ture of the spine, which might be established during the first 
few weeks after onset or might develop gradually in the first 
year with a spine in which the equilibrium had appeared to be 
normal. The spine needed to be watched until growth was 
finished, because the deforming forces of asymmetrical posture 
and attitude might continue during the whole period of growth. 

In tuberculous disease, again, particularly in children, the 
joints must be protected from deforming influences long after 
the disease itself had apparently subsided. The contractures 
in rheumatoid arthritis were of the usual gravity-aided type, 
modified occasionally by extreme malposture. The joints 
usually required a short period of rest and fixation, succeeded 
by purposive mobilization, still under adequate mechanical 
control. Finally, Sir Harry Platt touched upon the contrac- 
tures in elderly bed-fast patients—contractures which it was 
now seen could and should be prevented. The rehabilitation 
of the aged was a challenge to social medicine. 


Physiotherapy under the Act 


Lord Horper, president of the Society, was in the chair at 
the dinner, which was the closing event of the Congress. In 
proposing the health of “ The Guests,” he referred with regret 
to the fact that at the last moment the Minister of Health, who 
was expected to be the principal guest, had been detained by 
important Government business. Sir WILSON JAMESON, Chief 
Medical Officer of the Ministry, who came in his stead, 
described himself as a “simple-minded, ingenuous doctor, 
and a mere Civil Servant,” no substitute for his colourful 
chief. What was now called medical rehabilitation, Sir- Wilson 
Jameson continued, was no single-handed job; it required 
the collaboration of a number of people—doctors and nurses, 
physiotherapists and social workers. That was why the Ministry 
had adopted the policy of making physiotherapy part of the 
hospital and specialist services. He knew that there were good 
arguments for making it part of the general practitioner service, 
but it was not practicable to do this. There was a shortage of 
physiotherapists, and therefore it was necessary to use them 
where maximum facilities were at hand and: where man-power 
could be economically employed. But the Minister had sent 
to regional boards a circular asking them to extend services 
to small towns and villages where necessary and in certain 
cases to afford domiciliary treatment. Thus he hoped that in 
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course of time the service would be extended, and that quite Censors. It is certain that in one respect the examination hes 


a number of physiotherapists would be ,able to take up part- 
time clinic service and so be compensated for any loss of private 
practice which the National Health Service had brought about. 
If there was a shortage of physiotherapists there was no shortage 
of applications for training ; the difficulty was non-availability 
of premises and lack of teachers, Speaking of the Health 
Service as a whole, Sir Wilson Jameson said that it had been 


with them for a year and would be amended in the light of 


experience. It would never be a success unless there was willing 
co-operation on the part of those who worked it and of the 
public for whose benefit it was established. There was great 
need for the education of the public in the economic use of the 
Service. “There is a limit to what the country can afford— 
even for health.” 

The health of the Society was proposed by Sir HARRY PLATT, 
who, in sketching the future of physiotherapy, prophesied 
increased specialization. In the great hospital departments 
specialization must be the rule. The toast was responded to 
by Dr. W. S. C. Copeman, chairman of council, who said that 
in 1920, when the Society acquired its charter, the membership 
was 6,070 ; it was now 17,333. He spoke of his recent visit to 
the United States, where he had found physiotherapy not as 
fully recognized and developed as in this country, but training 
facilities, research fellowships, and physiotherapy departments 
in teaching hospitals were now being extended. 


Nova et Vetera 


THE M.R.C.P. 


From early in the sixteenth century to 1858 the London teaching 
hospitals usually required their physicians or assistant physi- 
cians to be Fellows or licentiates of the Royal College of Physi- 
cians of London. This was indeed a legal obligation, because the 
College had a monopoly of licensing physicians to practise 
in or within seven miles of London. In 1858 a Medical Act 
abolished the monopoly, but the custom of the hospitals con- 
tinued with a merely verbal change—the substitution of “ mem- 
ber” for “licentiate.” After 1858 the College assigned the 
word licentiate to a qualification granted on wholly different 
terms from those imposed on the old licentiates, but granted 
a diploma of membership on the old terms—namely, a rigorous 
examination by the Board of Censors. 

In the eighteenth and even early nineteenth centuries the Col- 
lege was a small body. In 1817 there were 89 Fellows and 224 
licentiates. It is now more than ten times as large. In 1948 
there were 747 Fellows and 2,691 members. Through the last 
half of the nineteenth century growth was comparatively slow, 
because College by-laws forbade Fellows or members to dis- 
pense medicines or practise in partnership. Early in the present 
century members were freed from these restrictions, and their 
numbers increased. In July, 1938, there were 161 candidates 
for the membership examination. After the war the number 
increased sharply ; in July, 1948, there were 596. Every reader 
knows the reasons for this, knows why just four short of the 
gallant six hundred charged the guns of Pall Mall East a year 
ago and sustained, in a Pickwickian sense, as heavy casualties 
as the heroes of Balaclava. 

Medical correspondence columns have recorded differences of 
opinion on the merits of this examination. Thus under the 
present regulations any holder of the M.R.CS., L.R.C.P. 
diploma or graduate in medicine of a recognized university 
may submit himself for examination four times a year on pay- 
ment of a fee of ten guineas and may continue to do so until 
his patience, or his money, is exhausted. The College, very 
wisely, appointed a strong committee to inquire into the posi- 
tion, and their report (discussed in an annotation in. the Journal 
of August 6, p. 327) is an interesting document. It would have 
been even more interesting to the historically minded had a 
comparison been made between the examination of, say, 40 
years ago and what it now is. Now, as 40 or 100 years ago, 
the whole responsibility rests on the President and Board of 


been modernized. Down to 1924 the censors encoura; 
tolerated, a belief that physicians should be acquainteg wid: 
the learned languages ; candidates were required to a to 
construe a passage in Greek or in Latin. But in 1924 q candi. 
date—a lady whose clinical marks were brilliant. 

both classical questions ; she was therefore subjected to a Special 
interrogation by the President and, having correctly 

pons varolii, approved. The registrar of that day, an exce 
scholar, suggested, with the meiosis lovers of Horace Usually 
display, that such a test verged on the farcical ; so objj 
Latin (or Greek) was eliminated, and, perhaps, the censors of 
the eighteenth century turned in their graves. 


Major GREENWoop, 


Reports of Societies 


ASPECTS OF LEUCOTOMY 

U.S.A. SYMPOSIUM IN LONDON 
The presence in this country of a number of American psychia. 
trists returning from the fourth Congress of Neurology at Paris 
was made the opportunity for calling a special meeting of the 
Section of Psychiatry of the Royal Society of Medicine on 
September 12 and 13. The chairmen at the four sessions were 
Dr. J. R. Rees, Dr. W. Rees-THomas, Sir Henry Date, and 
Professor F. L. GoLta. 


Theoretical Considerations in Brain Surgery 


An opening paper on the theoretical aspects of frontal 
leucotomy and similar brain operations was read by Dr, 
Paut H. Hocu, of New York City. From observations op 
patients who had undergone operation he concluded that the 
basic intellectual and emotional life of the individual, necessary 
for the functioning of his personality, was not located in the 
frontal lobe alone but distributed over the cortical areas and 
in the corresponding thalamic regions. It was nevertheless 
possible that the highest functions, such as creativeness, 
planning, and fusion of intellectual and emotional per- 
formance, were to be ascribed to the frontal lobe. The diffuse 
distribution of psychic functioning in the thalamus and cortex 
did not mean that the brain always acted as a whole but that 
these functions were distributed and safeguarded by diffusion all 
over the cortex. There were concentrations of function in 
certain areas, which areas could interfere more than others with 
psychic activity, but the view that elementary intellectual and 
emotional functioning could be located in certain areas, and 
that there were centres for basic personality traits and drives, 
was not tenable. Alterations of personality could be brought 
about by ablating the cortex, operating on the thalamus, or by 
cutting the connexions between the thalamus and cortex. To 
achieve therapeutic results it was necessary to remove a certain 
amount of cortex or to interrupt a certain proportion of cortico- 
thalamic connexions. If not enough pathways were cut or not 
enough cortex was detached, no improvement would result; if 
too much was done, marked personality damage was produced. 
Professor Hoch added that he did not want to convey the idea 
that other factors did not enter into personality changes, but he 
believed that the quantitative factor, especially in relation to 
pathways or connexions, should be carefully studied and 
evaluated. 

He also devoted some attention to the problem of changes in 
personality which attended the operative results. Clinically the 
most conspicuous impairment was a certain inertia or apathy. 
The patient showed no sustained effort, no drive to creative 
achievement, no foresight. A “don’t care” attitude developed. 
The depth of emotional experience was reduced and social 
sentiments often impaired. These personality changes, which 
were not always permanent, were, he believed, due principally 
to the elimination of anxiety, tension, and ego awareness. “ Our 
society is built on a certain amount of anxiety. Without it, no. 
socialization of the human being would be possible.” Anxiety, 
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sublimated, performed as creative energy. The elimination of 
this anxiety involved personality damage. 
“ However, this does not mean that brain damage is absolutely 
to achieve results, though some maintain this view. We do 
not know the optimum operation yet. It is possible, as some of the 
recovered cases indicate, that the operation can be balanced well 
symptom-reduction and damage. In most instances to-day 
we probably damage more than necessary. Our present methods of 
operation are crude and not reliable, but the question is open, and 
will have to be investigated further.” 


It was possible, in his opinion, to relieve the patient of his 
symptoms and not inflict a great deal of damage to the person- 
ality. Successful transorbital lobotomies indicated this clearly. 
With more knowledge of what amount of cortex should be 
detached or what pathways should be cut an ideal operation 
was conceivable which would cure without impairment. 


Safety and Effectiveness of Leucotomy 


Dr. WALTER FREEMAN, of Washington, said that safety and 
effectiveness were the two main considerations in choosing an 
operation for the relief of mental disorder, but accuracy was 
coming to be an important feature, and availability was also 
stressed in view of the large number of patients who were being 
considered for psychosurgery. Safety had already been achieved 
in large measure. The various operations on the frontal lobes 
had never carried as high a mortality as 10% in any consider- 
able series ; usually the mortality had been about 3%, and some 
teams claimed 1% or less. 

Effectiveness was largely dependent on the psychiatrist. 
Brazilian psychiatrists apologized for poor results, stating that 
only the most chronic and deteriorated patients were operated 
on. The English Board of Control, in publishing in 1947 the 
results of 1,000 leucotomies, found a direct relationship between 
the duration of the psychosis and the results of operation. 
Topectomy had brought precision to operations upon the 
frontal lobes in that symmetrical areas had been removed. 
Research had shown that most leucotomies were unnecessarily 
extensive. The selective leucotomy used largely in England 
was also proving the value of limited operations. 

Dr. Freeman said that he and J. W. Watts had studied the 
plane of section in relation to social effectiveness, and had found 
the following: “ Incisions made 10 mm. behind the sphenoidal 
ridge would, in most instances, relieve a severe chronic psychosis 
and enable the individual to engage in a simple occupation. 
Incisions 15 mm. or more behind the sphenoidal ridge result in 
helpless invalidism. Incisions anterior to the sphenoidal ridge 
permit the patient, if relieved of his psychosis, to engage in 
constructive work and also to enjoy recreational, social, and 
intellectual pursuits.” 


Leucotomy and Shock Therapy 


A comparison between psychosurgery and shock methods was 
given by Dr. Loruar B. Kainowsky. The indications for the 
two procedures, he said, did not overlap as often as might be 
expected. In most cases shock treatments could be applied to 
the utmost before surgery was considered, but there were 
many other cases in which shock therapy was not indicated. 
Selection of patients for psychosurgery was one of the most 
responsible tasks for the modern psychiatrist. It was a new 
challenge to them to revive objective means of diagnosis, to 
adhere to a well-established terminology, and thus to arrive 
at a diagnostic grouping resembling so far as possible the 
diagnostic methods in other fields of medicine. 

After a long discussion on what constituted adequate shock 
treatment, Dr. Kalinowsky went on to claim that there was no 
evidence that previous shock treatment added to the hazards of 
surgery. No relation between convulsive therapy and post- 
operative convulsions must be assumed; convulsive therapy 
did not predispose to epilepsy, and was even used in its treat- 
ment. Schizophrenics who failed to respond to shock therapy 
fell into three groups: those who for some reason failed to 
respond although they belonged to a category of schizophrenia 
which usually responded well ; those who offered poor prospects 


‘for any treatment ; and those for whom shock treatment was 


scarcely indicated. Patients in the first of these groups should 


be submitted to surgical treatment rather early before deteriora- 
tion set in. For those in the second group, mostly hebephrenics, 
psychosurgery should rarely be recommended ; their clinical 
level might be temporarily improved by an occasional E.C.T. 
In the third group psychosurgery was from the outset superior 
to shock therapy, and would have an increasing importance 
when it was learned how to avoid the side-effects of the opera- 
tion. To this group belonged schizophrenics in the younger 
age groups with predominantly neurotic symptomatology ; they 
were often wrongly diagnosed as neurotics, but closer observa- 
tion revealed somatic delusions, bizarre expression of symptoms, 
and occasional hallucinatory experiences. Another group with 
a poor response to shock therapy but gratifying results follow- 
ing psychosurgery were cases of late schizophrenia with a 
predominantly paranoid symptomatology and well-preserved 
personality. 

This speaker also discussed the question of relapses after 


shock therapy and psychosurgery respectively. The worst draw- 


back in all shock treatments was the tendency to relapse. Even 
‘in adequately and successfully treated cases the rate of late 
relapses was considerable. But true relapses after leucotomy 
were rare. A leucotomized patient who had reached a certain 
equilibrium, even if the result was only fair, would not easily 
relapse. 

Another difference to which he drew attention was in the 
patient’s post-treatment amnesia for his symptoms. The insulin 
patient often had good insight and remembered most of his 
pathological experiences. The E.C.T. patient remembered little 
of his sickness. The leucotomized patient, if he lost his symp- 
toms, had hardly any insight and even denied any improvement. 
The patient who had undergone shock therapy realized the 
difference and was usually very grateful; the leucotomized 
patient never. Both procedures left many basic questions open, 
but while something was known about the mode of action of 
psychosurgery nothing was known about the manner in which 
shock treatments worked. 


Physiological Basis of Shock Therapy 

Professor E. GELLHORN followed with a discussion of the 
physiological basis of shock therapy. His argument was that 
the procedures employed in shock therapy acted primarily 
through central autonomic discharges and through their effect 
on the cerebral cortex. In the experimental animal the tech- 
niques used in shock therapy for mental disease invariably 
excited the hypothalamic sympathetic system. He suggested 
that this state of heightened hypothalamic and medullary dis- 
charges resulted from two fundamentally different mechanisms. 
Insulin hypoglycaemia and barbiturate medication overcame the 
inhibition of cortical control ; in convulsions induced by electric 
shock or metrazol direct excitation of these centres’ appeared 


to be the mechanism primarily involved. His theory was not — 


that insulin coma and electrically or chemically induced con- 
vulsions acted through the secretion of adrenaline, but that 
these procedures greatly increased the reactivity of autonomic 
centres which in turn might influence the brain in such a manner 
as to restore normal behaviour. 


Recent Techniques 
A new technique in leucotomy was demonstrated by Dr. 
WALTER FREEMAN, of Washington. This was a modification 
of transorbital leucotomy, an operation which did not attract 
much attention until 1947 and, although a quick and safe 


method, gave disappointing results in the large number of . 


chronic schizophrenic patients who were naturally considered 
for operation. Studies were therefore undertaken on the 
cadaver to ascertain whether the incisions could safely be 
extended so as to sever a large proportion of the radiation 
from the thalamus to the frontal pole. This proved easier than 
could have been expected. Merely by elevating the handle of 
the instrument when the point was in a certain position within 
the frontal lobe it was found possible to sever this radiation 
opposite the head of the caudate nucleus, and without addi- 
tional danger to important vessels. By this new twist, which 
he termed the deep frontal cut, transorbital leucotomy could 
be made as extensive anatomically and as effective clinically as 
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a major frontal leucotomy. The method had the advantage of 
simplicity, speed, and safety. 

In the course of some general discussion Dr. E. STENGEL 
(London) reported on epileptic manifestations following 
leucotomy. He had followed up 330 patients, mostly cases 
of psychosis, operated on by the standard method between 
1942 and 1947. He found that 10.9% had epileptic fits at 
some time before the end of 1948. If those who had fits 
only within two weeks following operation were eliminated, 


the figure was 9.4%. The proportion of schizophrenics with . 


epileptic manifestations after operation was markedly higher 
than the proportion in those operated on for affective psychosis 
(14.5 as compared with 8.4%). All the psychotic patients who 
had their first fit more than three years after operation were 
schizophrenics. None of the cases with more frequent fits had 
improved to any marked degree. 


Rehabilitation after Leucotomy 


An interesting contribution to the symposium was made by 
Dr. C. CHARLES BURLINGHAME, psychiatrist-in-chief, the Institute 
of Living, Hartford, Conn. No single treatment, he said, was 
a specific. Leucotomy, like shock therapy, cleared the decks 
for the construction of a more adequate personality, but the 
operation left an even more malleable personality than did 
shock therapy. At the Institute of Living, where the first 
leucotomy dated back to 1938, they had found that they were 
‘dealing usually with a “third personality "—different not only 
frony the psychotic or psychoneurotic personality but from the 
pre-psychotic personality. From the re-educational standpoint 
perhaps the most outstanding characteristic of a post-leucotomy 
personality was a greater susceptibility to the external environ- 
ment. Leucotomy patients did not fit in well with the regular 
convalescent groups. They exerted a disturbing influence owing 
to their impatience, irritability, and unfortunate personal habits. 
Again, if placed with psychotics they tended to perpetuate their 
own psychotic patterns in behaviour and sometimes in delusions. 
Therefore it had been necessary to establish a service specially 
devoted to post-operative care and training. 

Dr. Burlinghame described a number of cases in which new 
social adjustment had been brought about. He added that the 
experience of the Institute of Living indicated that whether 
or not the average processes of intellect, imagination, and 
initiative were “normal” post-operatively depended largely on 
the original endowments of the patient and how much, if any, 
deterioration had set in. At the same time he sounded a warn- 
ing against the too easy acceptance of “ deterioration,” which 
was often more apparent than real. Often the so-called 
“ deteriorated ” patient was merely desocialized as a result of 
protracted illness or a long stay in hospital and not deteriorated 
at all. 

New Operative Procedures 

Professor Larry Poot, of the Neurological Institute, New 
"York, gave a demonstration of topectomy—a bad name, he said, 
coined in the interests of conciseness. In Montreal the term 
“bilateral bifrontal gyrectomy” was used and was more 
descriptive. He reported 52 cases which had been followed 
up for from one to three years after operation. The patients 
were mostly of the schizophrenic type. The procedure was 
carried out in one stage under sodium thiopentone. The opera- 
tion afforded an excellent view of most of the frontal lobe on 
each side, and the cortical tissue was excised down to the bulk 
of the white matter, but no incision into the white matter was 
made. The incidence of post-operative epilepsy (14% in this 
series) was somewhat higher than with ordinary leucotomy, but 
the seizures had been controlled with adequate medication. 
There was no operative mortality in these 52 patients, nor in 
a further 75 operated on more recently. Two patients had 
developed post-operative haematoma, but had made excellent 
recoveries. 

Dr. W. B. Scovitte, of Hartford, Conn., described the opera- 
tion of selective cortical undercutting. His team in the last 
18 months had carried out this operation in over 100 cases, . 
largely of the schizophrenic type. The results had been com- 
parable with those following standard leucotomy, with, in his 
opinion, less blunting of the personality. 


A joint paper on the physiological and psychological} 


of thalamotomy by Dr. E. A. Sprecet and Dr. H. T. Wyre 
Philadelphia, described this operation as an attempt to infin, 


of 


disturbances in the emotional sphere by placing ci 
lesions in the dorsomedial nuclei of the thalamus or in 
hypothalamus. They gave the results in 41 cases, the 
and tension disappeared, or at least were reduced. The pati 
became more easily manageable, their agitation subsided, 
the number of hallucinations was lessened. " 

Finally Professor W. S. McCuULLocH (Chicago) discusseg the 
physiological processes underlying the psychoneuroses, 
likened the neuroses to “gremlins,” sentient and p : 
beings, exercising in their own right properties more mental 
and more physical than any psycho-analyst had yet had the 
courage or clarity to claim for them. One particular “ demon” 
which he described at length—partly because it produced well. 
nigh intolerable suffering and partly because its ways and do} 
were better known than those of any other—was Causalgia op 
burning pain, the perversion of a reflex whose true function 
was to maintain the proper temperature of a part. 

After each of the four sessions in the symposium there 
many questions and comments, and a hearty vote of thanks was 
accorded to the distinguished American neurosurgeons ang 


psychiatrists who had taken part. 


Preparations and Appliances 


A SIMPLE JACK FOR THE BOYLE-DAVIS GAG 
Mr. MorTOoN Marks, laryngologist, King George V Sam. 


torium, Godalming, writes : 


Mr. Terence Banham (British 


Medical Journal, February 26, p. 360) has described ap 
apparatus which he has been using with success. In my 
opinion an even simpler appliance is one which I have hag 
fitted up in the various operating theatres where I work and 
which has proved most satisfactory not only to myself but 
also to many of my colleagues. ; 

It consists merely of a length of extension cord and a runner 
(i.e., the type of apparatus used for rigging model yachts). One 
end of the cord is fastened to a screw eye securely fixed in the 


wall behind the cen- 
tral point of the head 
end of the operating 
table, at a height of 
from 8 to 10 ft. 
(2.5-3 m.) from the 
floor. To this cord 
is attached a _ two- 
holed wooden run- 
ner. One hole is 
threaded on to the 
cord, which is looped 


4,SCREW EYE 


THE RUNNER 
ENLARGED 


RUNNER 
LOOPED CORD 
TONGUE PLATE 


on itself, passed through the other hole in the runner, and then 
knotted—thus allowing the loop to be shortened or lengthened 
at will by sliding the runner up or down the cord respectively. 
The total length of the cord required varies, of course, with the 
distance of the head of the table from the wall. Should this be 
considerable the cord may have to be attached at a higher level 
or even to the ceiling above and behind the table. When in 
use the looped cord is simply passed around the hooked end 
of the Boyle-Davis gag and the cord shortened until the 
required degree of extension is obtained. 

The advantages of the apparatus are: (1) it is cheap, efficient, 
and uncomplicated; (2) the line of pull is in the optimum 
direction ; (3) there is no cumbersome chest-piece to impede 
respiration ; (4) towelling up is thereby rendered more simple; 
(5) finally, the time wasted in irritating fiddling with chest-piece 
straps and unnecessary disarrangement of the patient is entirely 


obviated. 


During the month of July, 97 children in need of care and 
protection were admitted to Dr. Barnardo’s Homes. 
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Correspondence 


Research in Renal Disease 


Sir,—It is gratifying to receive, both in your columns and 
privately, such encouraging support for the plan outlined in 
my letter (May 21, p. 910) to secure for nephrology the status 
of a major medical specialty and the facilities for developing 
it in the best way—in particular, university recognition and 
the foundation of one or more institutes of nephrology. 

Many specialties are now in the queue for reorganization as 
independent but integrated regional or national special services, 
and I venture to suggest that none has greater claim to priority 
than nephrology : first, because renal disease is probably the 
commonest cause of death in this country ; secondly, because 
there is no organization for dealing on an adequate scale 
with the problems of patients suffering from these disorders, 
whereas most other specialties have some kind of organization 
which enables them to function, if inadequately ; and thirdly, 
because of the exceptionally long period required for the 
training of personnel. 

Provided the will is present there does ‘not seem to be an 
insuperable difficulty in making a modest beginning forthwith 
by establishing at least one model renal centre of this kind, 
and it is to be hoped that action along these lines will speedily 
be taken. 

A unique opportunity is now offered for establishing on a 
sound basis what is virtually, as an organized discipline, a new 


_ specialty. Unless it is seized there is a danger that hospitals, 


not necessarily of the most suitable type, will set up token 
units of a few beds in charge of those without adequate training 
and experience, and the service will be discredited at the 
outset. It is within my knowledge that several units of this 
kind are already in contemplation. 

While opportunities should never be denied those wishing to 
take a special interest in any branch of medicine, it is essential, 
if the best candidates are to be attracted to the new service, 
that the staff should be recruited from among those who have 
fitted themselves by training for this special work. 

I have been asked why in my previous letter I stated that 
nephrology should be based on a university postgraduate renal 
hospital and school, and not on an undergraduate teaching 
hospital as are most other specialties. The reason is that in 
my experience the highest standards of practice, nursing, and 
routine laboratory work in a specialty so dependent upon 
accurate detail as nephrology are unattainable in a general 
hospital, where the sharing of ancillary services is inevitable ; 
and still less in an undergraduate teaching hospital, where 
in addition the emphasis must lie on general principles rather 
than on scientific detail and advanced technique. 

At the same time there are aspects of research in renal 
disease that can best be approached in a general hospital. It 
is important, moreover, that undergraduates and student nurses, 
as part of their general training, should see in a properly 
organized department run by experts what can and what cannot 
be done for patients suffering from renal disease. In my view, 
therefore, every first-class general hospital should have its own 
largely autonomous and self-contained renal unit linked with, 
and staffed by, the central renal hospital and school. Organized 
in this way,. every unit in the renal service would be brought 
not only directly but effectively under university influence.— 


Iam, etc., 
London, W.1. A. A. OSMAN. 


Reform in Medical Education 


Sir,—Your educational number and the letter of Dr. R. D. 
Lawrence (September 10, p. 594) are welcome indications of 
the realization of the necessity for radical reform in medical 
education in this country. Dr. Lawrence rightly remarks that 
teaching ability is a minor consideration in appointments to a 
teaching hospital. His outlook, limited as it is by tradition 
and practice, leads him to suggest that the natural source of 
medical teachers arises amongst the registrar type. 


Now it is universally admitted that one of the most impor- - 
tant points in the teaching of clinical medicine is the recogni- 
tion of disease in its earliest manifestations. One wonders how 
often the registrar type sees disease in its early stages. The 
most successful clinical teacher is he who can help the student 
to hear the faint voice of the patient’s tissues talking through 
the patient’s voice, and to continue to listen to that voice ignor- 
ing the siren voice of the patient’s mother and the strident voice 
of the patient’s wife. 

The natural source of this ability is the type of doctor who 
is accustomed to seeing disease in its earliest form, and who 
has learned to ignore the fond but foolish mother and the 
clanking of the matrimonial ball-and-chain. He is, of course, 
the experienced general practitioner, and no medical institution 
would be complete without a corps of teaching practitioners 
who would give the benefit of their valuable experience to 
medical students, the majority of whom are destined to follow 
in the footsteps of their teachers.—I am, etc., 

Luton. C. BASTIBLE. 


Distinction Awards 

Sir,—It is true that private practice still. remains at the 
disposal of those who feel that their merit deserves remunera- 
tion, as we are reminded in a letter on distinction awards 
(August 27, p. 484). I believe it would sorely tax’ the wisest 
to diagnose this attribute in a colleague, and indeed the word 
is incapable of precise definition. Grades of merit, failing 
more accurate definition, are therefore impracticable. 

The assumption that it is merit that wealthy people are 
peculiarly capable of diagnosing and prepared to reward is, 
of course, no more true than that a full-time hospital doctor 
is necessarily less meritorious than his part-time colleague.— 
I am, etc., ‘ 

Lepton, near Huddersfield. GEORGE JENNINGS. 


Sir,—Dr. F. M. R. Walshe and his supporters have failed 
to find an equitable method of assessing merit. To conclude 
from this failure that available funds must be handed back to 
the Treasury is as feeble as it is improvident ; to condone, by 
reason of this failure, a standard salary to all consultants is 
to surrender to the commonplace mind, which Dr. Walshe 
once attacked so brilliantly. 

_Distinction in medicine may be interpreted now, as ever, as 
distinction in professional service te the community. Financial 
reward in proportion to the value of such service is both 
attractive and just; the budding consultant needs some such 
stimulus, and will not be misled by hocus-pocus about the 
rewards to be gained in private practice in the future. 

I agree with your correspondents who reject the idea that 
consultants (or any committee of them) can offer a competent 
or unbiased opinion upon their own or their colleagues’ value 
to the community, and it is this aspect alone which threatens 
the profession with internal strife and undesirable practices. 
In an attempt to be constructive I wish to draw attention to a 
body of reasonably impartial observers who are available to 
effect the necessary comparisons, and whose assessments have 
decided consultants’ monetary rewards in the past to the 
apparent satisfaction of all parties. I submit that general practi- 
tioners are still in a unique position to assess all of the follow- 
ing essential components of their consultants’ service to the 
public : (1) Clinical and technical competence. (2) Industry. 
(3) Sense of responsibility and courtesy to colleagues—e.g., 
promptness and quality of reporting to the family doctor. 
(4) Maintenance of morale in hospital, as shown, for example, 
by readiness of “ firms ” to accept cases at night. (5) Efficiency 
of out-patient organization and overhaul of waiting-lists. The 
higher the standard reached in these aspects of service, for 
each of which I hold the consultant responsible, the greater 
the benefit to the public and the greater the entitlement to 
reward from the public pprse. 

My suggestion is that the awards be made in proportion to 
the votes gained in the respective departments and specialties 
at an area ballot in which G.P.s will record their preferences. 
Sums of money should be set aside for distribution to teachers, 
research workers, and other specialists whom the family doctor 
is not competent to compare. Teachers could be awarded in 
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proportion to the votes of their students, research workers by 
a body elected by themselves for the purpose, and workers 
such as anaesthetists by surgeons or others competent to assess 
them. The ballots should be held every, say, two years, in 
order to keep the recipients on their toes. 

It will be appreciated that this suggestion does not involve 
any radical change. Consultants will be supported by those 
they serve well, as in the past, and the die-hards should experi- 
ence no anguish in adapting themselves to what would merely 
be a novel method of expression of the family doctor’s 
approval.—I am, etc., 


Sheffield, 3, B. Burns: 


Sir,—In your issue of September 3 (p. 545) you published 
two letters on the subject of distinction awards. In one Dr. 
C. C. Beatty suggests—rather flippantly—the possibility of a 
points system ; in the other Mr. F. Ridley not only treats the 
— with the seriousness it deserves but draws up a detailed 
plan. 

I am gratified to see that in section 1 of this plan he awards 
marks for an arts degree. Never has a high standard of culture 
been more needed by consultants than to-day. The standard 
attained by a minister should not be unattainable by any 
consultant worthy of the name. 

In section 2 it is surprising—or is it in these days when the 
mighty are being put down from their seat and the humble 
exalted ?—to find the undergraduate teaching hospital rated 
lower than the postgraduate teaching hospital. Mr. Ridley’s 
outlook is in keeping with the times. 

As regards the marks he would award to local presidents and 
secretaries of medical academic societies, I foresee a hitherto 
unknown attendance and enthusiasm on the part of their mem- 
bers if elevation to the presidency and secretaryship may mean 
a higher category and a greatly increased income. There are, 


I think, other and less desirable consequences likely to ensue, 


but their nature can be left to the imaginations of the readers 
of this correspondence. 

Section 3 provides a new version of an old adage, for 
should Mr. Ridley’s plan be found acceptable to the authorities 
the pen will prove thenceforth far mightier than the scalpel 
and the stethoscope. Already an aspiring consultant can scarcely 
hope to gain recognition unless he publishes thousands and 
thousands of words—usually of no world-shattering importance 
—in accredited medical journals. One’s reason reels when 
one contemplates the outpouring of words there is certain to 
be when he recognizes that his publication may qualify him 
to receive as many marks as he can win by spending fifteen 
years or more on the staff of an undergraduate teaching 
hospital. 

At first my heart went out in sympathy towards the members 
of the awards committee, as in my mind’s eye I watched them 
reading closely all the published work of all consultants ; but 
then I saw a better way. Who after all is best qualified to judge 
the value of a contribution to the press? Surely its author. 
In such a case let him assess his own marks. Thus will the 
awards committee be relieved of this part of its onerous and 
invidious burden and an egalitarian spirit be fostered. 

A further sign of the times is the fact that Mr. Ridley, so 
far as I can see, attaches no value to such vexatious and in- 
tangible considerations as clinical acumen and judgment, or 
operative skill, which the old-fashioned generation to which I 
belong used to think of some importance in the make-up of a 
consultant. . Nevertheless, he may be right, for under the new. 
regime they would seem destined to be increasingly discounted 
as time’ marches on.—I am, etc., 

London, W.1. 


Sir.—Sir' Henry Dale has recently written, “Science is one 
of the human activities which can only live in freedom. If 
‘anyone would know what would happen to it in the strangle- 
hold of official tyranny, he should read this terrible indictment.” 
This is part of an introduction to John Langdon-Davies’s book 
on the Lysenko. affair. Communistic science is a branch of 
ideological politics. 

Dr. Boldero’s recent letter to the British Medical Journal 
(September 10, p. 594) is fundamentally an expression of similar, 


J. W. LINNELL. 


although less complete, servitude to the State, and the same 
acquiescent attitude has been true of those who have taken his 
view that medicine as such must surrender its essential freedom 
to political considerations. It is not without significance that 
many prominent members of the profession holding this view 
and who have helped to enforce it, have been deans, and very 
successful deans, of medical schools. The whole outlook and 
training of a dean is one of honest and faithful subservience to 
an institution. That of a scientist is independence, and, if 
necessary, defiance of authority. 

Sir Hartley Shawcross has recently spoken very forthrightly 
against the nationalization of the legal profession, indicating 
that such a step would be towards totalitarianism. Law, how- 
ever, is essentially an administrative activity and is not founded 
on continually growing, living sciences. But medicine, in whose 
independence Sir Hartley is not so interested, is founded on 
physiology, chemistry, physics, psychology, and many other live 
activities of human civilization and development. It was all the 
more essential that medicine, which in itself is partly, at any 
rate, a branch of active science, should not have fallen under 
the domination of the State. 

Science in the past has frequently had to hold up its head and 
indeed suffer in opposition to the political powers of the day. 
Galileo was one example, and it was Pasteur who said, “ Tout 
le monde est contre moi.” This view of medical scientific free- 
dom is one that has been renounced by Dr. Boldero and those 
who have felt and acted as he has done, and who have given 
precedence to politjcal considerations. The present difficulties, 
of which that of the distinction awards is at the moment most 
prominent, are merely examples of further steps into the mire, 
and are unavoidable by those who have strayed from the 


sound way of following principles rather than expediency. If 


medicine is to save itself from the political quagmire it will have 
to retrace its steps painfully and with great difficulty, turning 
its eyes again to those fixed principles and steadily refraining 
from following political will-o’-the-wisps.—I am, etc., 
London, W.1. GEOFFREY BOURNE. 


Sir,—The battle of distinction awards has been won and lost. 
After full debates in correspondence columns and medical 
committees it seems clear that a majority of consultants do not 
propose to offer effective opposition to their imposition. But 
the issue was closer even than it now seems in retrospect, and 
many of the majority only reluctantly came to their decision 
and after many hesitations. What of the minority ? That their 
case cannot be dismissed by superficial explanations is proved 
by the very existence of a powerful revolt against increased 
monetary rewards, led by men of whom many might legiti- 
mately be regarded as possible recipients of such rewards. The 
arguments influencing the minority have been variable, those 
most stressed being the practical difficulties of distinguishing 
between true distinction and garnished mediocrity, and the fear 
that the scheme would widen divisions both among consultants 
themselves and in the profession at large. 

Although less clearly formulated, I believe that two other 
powerful arguments have exerted even greater influence. While 
no financiers, we suspect that in the present state of the country 
and the world the theory of financial rewards of the whole 
health scheme rests on fallacious foundations. And, more 
important still, we believe that the almost complete reliance 
on the State which the acceptance of the distinction awards 
implies means the disappearance of an independent medical 
profession. If such is our faith, what should now be our 
action ? I suggest we can do no other but individually inform 
the awards committee that we do not wish to be considered 
and request that our names be so listed when the awards are 
published. Thus we may provide a leaven of sacrifice which 
will preserve the soul of medicine.—I am, etc., 

London, W.1. Davip H. PATEy. 


Sir,—It is of interest to record how very closely the opinions 
of the consultants of a non-teaching group on distinction awards 
agree with those of your Leeds correspondents (August 27, 
p. 484). It was the unanimous view of the Medical Advisory 
Committee of the Chelmsford Group’ that the reward for 
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exceptional merit for the part-time consultant would be most 
accurately assessed and most suitably adjusted by the maintenance 
of reasonable facilities for private practice, and that for those 
consultants undertaking hospital duties of similar responsibility 
the correct method of remuneration was “ the rate for the job.” 

Distinction awards based on past records assessed by a com- 
mittee without personal knowledge of the consultant or his 
resent work were generally regarded as most undesirable. They 
would be embarrassing to the recipient and unfair to colleagues 
with precisely similar duties. Even if this system was desirable 
it would be manifestly impossible to allocate the awards with 
justice. 

, | do not think these views are exceptional. They may be 
taken as a random sample which represents the opinion of 

-time consultants throughout the country, and it is a 
calamity that this scheme, full of dangerous potentialities, has 
been accepted without obtaining the opinion of those most 
vitally concerned. 

The continued existence of the part-time specialist pre- 
supposes legitimate opportunities for private practice. At the 
present time this is slowly being reduced by the very high 
charges made for private accommodation in hospitals and the 
progressive conversion of such accommodation to other 
purposes. This policy calls for review. 

The situation is otherwise for whole-time medical officers and 
research workers. In the past they have been less favoured and 
in their case rewards for special merit may be more fairly 
assessed and more reasonably granted. 

I do not believe that “ the considerable sum of money allo- 
cated for these awards” (Dr. H. E. A. Boldero, September 10, 
p. 594) will blind part-time consultants to their many 
objectionable features.—I am, etc., 


Chelmsford. H. BaTHURST NORMAN. 


Surfeit of Diplomas - 


Sir,—Now that thoughts are directed at last towards planning 
a satisfactory medical education to form a sound basis for the 
complicated structure of medical practice in this country, it is 
meet that all of us who feel strongly on the matter should con- 
tribute. My contribution here is on the problem of multiple 
academic degrees. Generally speaking, all concerned are 
agreed that a change must come about; indeed, it has been 
forced on us by events. However, in putting it into effect 
there are two opposing camps: (1) The conservatives, who 
believe in keeping multiple degrees and would merely improve 
things as they are ; (2) the radicals, who advocate the abolition 
of multiple degrees and the adoption of the American and 
Continental systems. Recognition of the specialist and teacher 
would be by work done and published, and by common agree- 
ment among colleagues and patients. 

It seems to me, as a specialist struggling with the odd and 
wasteful process supported by this first group and reluctant 


- to approve changes supported by the second group, that the 


near-ideal compromise has not been stressed sufficiently. British 
medicine has a long and glorious tradition, and has maintained 
its high standard throughout the world for many years. There- 
fore, to imitate others seems like a retrograde step. At the 
same time all criticism recently levelled at the multiple degrees, 
particularly the M.R.C.P., with which I am most acquainted, 
is sound and demands urgent attention. A compromise might 
perhaps be reached on the following scheme. 

(1) The standard of the qualifying degree throughout the 
British Isles should be unified, and perhaps modelled on the 
M.B.(London). The degree might be taken anywhere in the 
universities, but the examination and its administration should 
be centralized. This would abolish immediately the necessity 
of having such examinations as the M.R.C.P. and F.R.C.S. as 
they now stand, the only use of which is to make sure that 
the prospective consultant is a sound doctor. Incidentally, 


by such a measure the level of medical education and training 
for general practitioners will be raised, and it would be unneces- 
sary for the better ones to prove that they are better by 
taking a Membership or a Fellowship—or, worse, some extra 
specialist degree bearing no relation whatever to their interest 


and practice. 


(2) Those intending to practise in some specialist branch of 
surgery or medicine would then proceed on a_ postgraduate 
course of training for a sufficiently long period—at least two 
and a half years—culminating in some such specialist degree 
as the D.P.M., D.C.H., or M.R.C.O.G. These degrees also 
should be uniform and centralized to prevent present anomalies. 
This would ensure that a man practising as a specialist received 
adequate training in his chosen specialty. Progress from this 
stage (Registrar Class 1) onwards would be entirely on personal 
merits, clinical and scientific published work, and the acknow- 
ledgments both of colleagues and pat:ents. No further time 
should be wasted in the acquisition of degrees. 

(3) Those intending to specialize in major surgery or medicine 
would proceed on a similar course, perhaps of longer duration— 
say, five years—and culminating in an examination for Member- 
ship or a Fellowship. Here again further progress should be 
on the principles mentioned above. 

(4) Those intending to become teachers or research workers, 
or those who wished to improve whatever status and knowledge 
they had, should have an opportunity to take an M.D. or an 
MS., or the equivalent, by thesis and examination on their 
thesis only. 

Thus, a pathologist would have an M.B. and an M.D. in 
pathology ; a psychiatrist an M.B. and a D.P.M.; a physician 
an M.B. and M.R.C.P.; a teacher in paediatrics an M.B., 
D.C.H., and M.D.(Paediatrics) ; and a teacher of medicine an 
M.R.C.P., M.D., and eventually a Fellowship. There should 
be no hindrance to the election to an Honorary Fellowship 
to all those who, in the opinion of the College, deserve such a 
distinction. I would suggest that some such scheme would 
do away with most of the evils of multiple degrees and yet 
preserve the essentials in the traditional system of British 
medicine ; it would satisfy all but the most sanguine.—I am, 
etc. D. Capron, 


London, S.E.27. L.M.S.S.A., L.R.C.P., M.R.C.S.(England), M.B., 
B.S.(London), M.R.C.P.(Edinburgh), D.P.M.(England). 


Sir,—I read your erudite article on the above-mentioned 
theme (September 3, p. 520) with considerable interest. I feel 
that never was there a time when various public bodies were 


_s0 degree- and diploma-conscious as they are to-day, and seek 


to equate an impressive string of appendages to one’s name 
with clinical prowess which may by no means be the case. 

In this connexion is there not perhaps a surfeit of final 
qualifications ? In a typical London medical school students 
are preparing for at least five different qualifying “ finals °— 
those of the older universities, London University, the Royal 
Colleges, and the Society of Apothecaries. Matters are com- 
plicated by the fact that they are all held at different times of 
the academic year. I hinted in a letter published in 1947 
that it might be worth having one qualifying examination, 
as is the rule on the Continent, and that it be held not more 
than twice a year so as to disturb as little as possible didactic 
continuity. 

All clinical students work under the same chiefs, attend the 
same lectures and out-patient classes, and frequent the same 
ward rounds and operating lists, and yet are working for 
different examinations. I do feel that standardization of the 
finals is a very urgent academic reform which would be 
appreciated by clinical teachers throughout the country. When 
all is said and done, the actual standards of the various finals 
do not vary an enormous amount, as candidates take the same 
subjects in all cases. Perhaps the M.R.CS. is a trifle stiffer 
than the B.S., and the obstetric examination of the Society 
of Apothecaries is probably the stiffest obstetric final of any 
qualifying body, owing to its process of elimination after the 
paper and viva voce parts of the examination. 

All these finals make for bad feeling between students, the 
older universities tending to frown on London University and 
the university candidate feeling superior to those taking the 
various qualifying diplomas of greater historic origin. : 

1 feel overseas visitors to Britain must be well-nigh bewildered 
by the long list of British medical degrees and diplomas offered 
by numerous academic bodies. Academic medicine could well 
be. simplified —I am, etc., 


Epsom. J. B. GuRNEY SMITH. 
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Tuberculosis : Certain Unexplained Mortality Figures 


Sir,—Mr. Walter Elliot has drawn attention (August 6, 
p. 297) to the rise in the death rates for pulmonary tuberculosis 
in Scotland since 1939, and has invited suggestions for solving 
the problem. 

Of the three possible types of causes for an increase in the 
death rate due to tuberculosis Mr. Elliot has mentioned environ- 
mental and bacteriological causes. A third group of causes 
for the increase in the death rate comprises those of a statistical 
nature. Apart from the effect of a rise in the age-specific 
death rate (civilians) for the age groups 15-34, due to recruit- 
ment of the healthier individuals, there is another type of 
statistical cause which may account for a good deal of the rise 
in death rates. 


Not only can the depletion in the number of persons at risk in 
certain age groups and the resulting increase in the age-specific death 
rate push up the crude death rate, but an increase in the population 
at risk in the critical age groups, without a change in the age- 
specific death rates, can have the same effect on the crude death 
rate; and it is the crude death rates only with which Mr. Elliot’s 
analysis is concerned. 

That something of this type of cause is responsible for the increase 
in the death rate in question becomes apparent if we examine (1) the 
change of death rates due to tuberculosis with age, and (2) the change 
of we age structure of the population in Scotland within the relevant 
period. 

(1) The highest death rates due to tuberculosis of the respiratory 
system for Scotland in 1945 are for males in the ages from 15-45, 
and for females from 15-34. We can get an idea of the age distri- 
bution of deaths due to tuberculosis by calculating the median age 
of death together with the interquartile range, giving the ages around 
the median age within which 50% of deaths due to tuberculosis 
occurred. For Scotland in 1945 we then find for males a median 
age of 38.3 with an interquartile range from 25.4-52.8, and for 
females a median age of 26.8 with an interquartile range of 19.5—33.0 
years. 

(2) The change of the age structure of the population of Scotland, 
on the other hand, can be epitomized by saying that Scotland has 
an ageing population. That is to say that the older age groups are 
becoming increasingly important. By “ older” is here not meant 
only the age groups of the very old, say from 65 upwards; the ageing 

-of a population is characterized by a relative increase of all age 
groups except those of infancy and childhood. 

This can be visually demonstrated by using the concept of the 
so-called population pyramid (Crew, Measurements of the Public 
Health, p. 32). Looking now at the population pyramid for Scotland, 
we find an excess of persons in what has been shown above to be 
the most critical periods of death from pulmonary tuberculosis— 
i.e., from 15-55, males and females together. This must have the 
effect, by itself and even without an increase in the age-specific death 
rate due to tuberculosis, of pushing up the crude death rate due to 
tuberculosis, because the age groups for which the risk was greatest 
have now greater weight than in former times. 

An explanation of this kind does not, of course, exclude a simul- 
taneous rise in the age-specific death rates. It would, however, 
strengthen the argument put forward here if it could be shown that 
the change in the age-specific death rates during these years was less 
pronounced than that in the crude death rate. The Table gives the 
civilian death rate per 100,000 of the population at the critical ages 
from 1939-46. 


Age 
Groups 1939 | 1940 | 1941 | 1942 | 1943 | 1944 | 1945 | 1946 
15-24 M 64 95 89 | 102 100 
F 102 | 111 | 134 | 142 | 143 | 143 | 124 | 137 
25-34 M 82 | 114 | 129 | 114 | 136 | 132 | 142 
F 33 97 99 97 | 103 | 120 | 128 
35-44 M 97 | 113 | 107 95 | 113 | 106 | 108 | 102 
F 53 51 51 53 53 
45-54 M 106 | 125 | 115 | 112 | 110 | 102 | 101 | 119 
F 36 32 25 21 27 


The features of this Table which would seem to confirm the 
explanation given above are, briefly: , 

(1) The age-specific death rates for the age groups 15-34 years, 
whose increase up to 1945 must no doubt be partly put down to 
the recruitment of healthy individuals from 1939 onwards, show for 
males in 1946 a surprisingly deep drop. Since this drop is not 
reflected in the overall death rate for 1946 it would seem to support 
the statistical explanation given here. Female death rates, however, 
in these age groups show no such drop, and we must assume some 
physical cause to be operative here. 


(2) There is no consistent rise in the deat 

Ay h rates for the AC groups 
_ The question now arises why such an effect of an agein 
tion upon the death rate due to tuberculosis should be less prong 
for England and Wales, which, as is well known, have 
ageing population. The population pyramid for England and W: - 
for 1947 seems to provide the answer. The pyramid is based oo 
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the civilian population estimated for the middle of 1947 by the 
Registrar-General, males and females together, and is 
symmetrical because I have not before me reliable figures for male 
and females separately. 

The critical age groups, 15-35 years, present a very different 
picture in the two pyramids for England and Scotland. Where. 
as they are bulging out in the pyramid for Scotland, indicating 
greater weight in these age groups, they are receding in the 
pyramid for England and Wales. This means that the purely 
statistical cause for the increase in the death rate due to tuber- 
culosis—viz., the greater weights of the critical age groups— 
would not operate in England.—I am, etc., 


Bristol, 8. G. HERDAN, 


Myxoedematous Madness 


Sir,—Though some may find the title of “ Myxoedematous 
Madness ” (September 10, p. 555) euphonious or striking, it 
has in my mind the serious defect that it strongly suggests 
that a specific kind of psychosis due only to myxoedema exists, 
This possibility seems to be scouted in your annotation (p. 587), 
where you appear to support the suggestion that myxoedema 
only serves to precipitate latent psychotic illness. On the other 
hand, Dr. R. Asher, despite the wide range of psychotic 
symptoms which he ascribes to miyxoedema, considers the 
myxoedema to be the basic cause of psychosis in his 14 patients, 
and infers that the pattern of psychotic disorder can also be 
ascribed to myxoedema. Further than this, and apparently on 
account of his observation of these 14 cases, he suggests that 
all the common psychoses have a similar underlying cause in 
that they are determined by organic disease. 

Let us all thank Dr. Asher for telling us that a frank 
psychosis may occur in association with myxoedema, and for 
describing so lucidly his findings in 14 cases. I shall now hope 
to earn the gratitude of the profession by pointing out that 
the average doctor must also be on his guard against the 
occurrence of psychosis in association with any physical 
disease : I shall further try to gain thanks by showing that this 
association does not necessarily imply that one disease is the 
cause of the other. 

In a city of about 150,000 female inhabitants, all but a negligible 
number of psychotics were admitted to one hospital. In three years 
five cases of myxoedema with psychosis were seen: the incidence in 
that period is thus about 1.1 per 100,000 per year of the total female 
population in that city. Of these cases one could best be described 
in Zondek’s words, “ mixed thyroidism,” as she showed clinical 
signs of Graves’s disease, myxoedema, and melancholia; two were 
cases which developed after partial thyroidectomy; the other two 
cases were straightforwardly myxoedematous. All the patients suffered 
from melancholia, none was cured by thyroid alone over a prolon 
period—although this proves nothing—and all required electroplexy. 
Two patients in particular showed projected delusionary formations 
and other paranoid trends, but a study of the psychopathology 
showed clearly that these means of discharging tension were 
secondary products of a melancholic state. 


I do not know the incidence of myxoedema among the 
general population, but I would suggest that psychosis with 
myxoedema in women is not more common than one wo 
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iy, 
expect it to be, with the knowledge in mind that: (1) 
myxoedema occurs most often (78% of all adult cases) in 
women between 30 and 50; (2) most cases of female melan- 
cholia occur between these ages, with the peak at 45; (3) 
myxoedema is a “trigger” par excellence in causing stress. 
It has objectionable effects in itself, and it often causes the 
members of the sufferer’s family to lose patience with her and 

With this experience in my mind, I find Dr. Asher’s opening 
sentence to be much exaggerated in two particulars—namely, 
“ Myxoedema is one of the most important . . . and one of the 
most frequently missed causes of organic psychoses.” I cannot 
think it anything but misleading, in the present state of our 
knowledge, to call it an organic psychosis. That psychosis 
with myxoedema is little known and that little is written about 
it I would ascribe primarily to its relative infrequency, and 
secondarily to the general ignorance of certain physicians of 
psychiatric states. Lack of knowledge is daily demonstrated 
of, for example, mental change associated with hyper- 
thyroidism, rheumatism, alimentary disease, epilepsy, cardiac 
disease, and other pathological states too numerous to mention. 
For this I do not blame them but the medical schools and 
their psychiatric colleagues : though to be sure a physician 
would not be ill advised first to consult colleagues before he 
rediscovered something forgotten in the field of psychiatry. 

It is undeniable that Dr. Asher has rendered a valuable 
service in reminding us of the occurrence of psychosis with 
myxoedema, and in giving us such interesting and illuminating 
descriptions and photographs. I sincerely hope, with everyone 
else, that those of us who are undoubtedly missing cases of 
myxoedema, with or without psychosis, will successfully bear 
these thoughts in mind. At the same time I believe he has 
done much to spoil his good work by coming to certain con- 
clusions, which he has stated, without adequate evidence to 
support them. In fact I consider these conclusions to be retro- 
grade and founded upon a prejudice—that same prejudice which 
has sent thousands of workers in a fruitless, endless search, like 
the search for the philosopher’s stone, for the physical causes 
of schizophrenia, paranoia, and the affective psychoses, while 
they ignored the gold of psychopathology which was theirs for 
the trouble of a few questions. 

In conclusion, Sir, may I remark, apropos your annotation, 
that the mental symptoms of myxoedema are not of the same 
nature as those of senile deterioration 7?—I am, etc., 

E. B. Davies. 


Sutton, Surrey. 


Myxoedema and Basal Metabolism 


Sir,—E rrors in estimating the basal metabolism can probably 
account for the statement made by Dr. R. Asher (September 10, 
p. 555): “I have seen many cases of myxoedema with normal 
or raised B.M.R.” 

Observations and determinations on many cases of frank and 
of so-called masked myxoedema, using the surface area measure- 
ments and Aub-DuBois standards, amply confirm the views of 
such an authority as Dr. J. H. Means’: “ The failure to find 
a metabolic level as low as minus 35 when the clear-cut picture 
of myxoedema is present is very unusual.” When the 
myxoedema is not clear-cut clinically I have found the specific 
action of thyroid on the basal metabolism of value.’ 

Many errors of a technical nature can arise in estimating a 
basal metabolism, and it is unfortunate that the final result of 
plus or minus a certain figure should only be looked at and 
accepted as being necessarily accurate. 

In the same way a case of diabetic coma with a reported 
blood sugar of 90 mg.% in the first instance should not be 
recorded as an unusual case of diabetes, nor should blood 
sugars be considered of no value in diagnosing this condition. 
It seems more reasonable to suspect an error in the blood sugar 
determination.—I am, etc., 


J. DouGcLas ROBERTSON. 
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Sensitivity to Streptomycin 

Sir,—The following brief particulars about two nurses who 
are sensitive to streptomycin may be of interest and help io 
others in hospitals where similar difficulties are being 
encountered. 

A male nurse frequently got puffiness round the eyes and a 
vesicular dermatitis, especially on the arms, when working on a 
tuberculosis ward where streptomycin is used in moderate quantities, 
and his allergic manifestation occurred even when the nurse did not 
himself administer streptomycin. At first some doubt was entertained 
whether it really was streptomycin that was responsible. A patch 
test with 1:1,000 streptomycin produced no conclusive evidence and 
no local erythema developed at the site of the test, but when an 
intradermal test was used by means of 25 mg. streptomycin in 
0.1 ml. of sterile water the allergic reaction was immediate and 
alarming. This was a general reaction, with no local erythema at 
the site of the injection: there was widespread vesicular dermatitis, 
subcutaneous oedema, and puffiness of the eyes. 

The other nurse was sensitive to a much milder degree. Her patch 
test also gave no local reaction, but following 25 mg. of intradermal 
streptomycin a similar allergic reaction of much milder nature 
followed several hours afterwards. 


The points that have emerged from this experience are that 
a nurse may exhibit sensitivity to streptomycin even though 
care has been taken to avoid handling the drug; that intra- 
dermal sensitivity tests to streptomycin may result in an alarm- . 
ing allergic reaction; and that the local reaction may be 
negative even though the general one is obvious. This dis- 
advantage of streptomycin may be rare, but when it occurs is 
hard to mitigate or prevent. This note is written in the hope 
that by reporting experiences some way of protecting persons 
sensitive to streptomycin may be found. I am indebted to 
Dr. P. S. Feeny and Dr. A. D. Porter, visiting dermatologists, 
for advice.—I am, etc., 

Braintree, Essex. M. C. WILKINSON. 


Pavlov and Conditioned Reflexes 


Sir,—From my school days upwards I have been familiar 
with the maxim De mortuis nil nisi bonum. Yet Professor 
E. D. Adrian’s article and your leader (September 10, pp. 553, 
584) fail, in my opinion, to draw adequate attention to the 
immense amount of harm and confusion of thought which 
have resulted from Pavlov’s doctrine of conditional reflexes. 

Pavlov introduced the term “ conditional reflex” in a paper 
entitled ‘“ Experimental Psychology and Psychopathology in 
Animals” read before the International Congress of Medicine 
in Madrid in April, 1903. The term “conditional,” though 
adhered to in French and German translations, was altered in 
English and American translations to “ conditioned,” and the 
curse thereof remains with us even unto this day. True, Pavlov 
did excellent work on the physiology of the digestive system, 
for which he was awarded a Nobel prize, but he was no psycho- 
logist. His co-worker, Professor Y. P. Frolov, records that 
Pavlov fined any laboratory attendant who dared to suggest that 
the subjective or mental state of a dog might influence its 
reactions to the food it was offered. To Pavlov everything 
(love, hate, jealousy, and fear) was explicable in terms of reflex. 
He even wrote about a “reflex of freedom,” and so on and so 
forth. Yet later he was forced to admit that animals proved 
susceptible to suggestion. His experimental dogs were kept in 
unnatural seclusion more rigid than any solitary confinement 
in prison, and psycho-analysts have never so isolated their 
patients during treatment as did Pavlov his dogs. 

Were it not that the mistakes men make—even great men— 

often live after them one might henceforth for ever hold one’s 
peace; but lesser lights have so used and abused Pavlov’s 
work as to confuse issues and offer foolish explanations of 
phenomena that I feel constrained to utter protest. For 
instance, in my specialty I have come across the so-called 
conditioned reflex treatment of alcoholists. The punitive and 
-disgust factors in this treatment are all too obvious, and if 
drastic punishment were able to cure the offender here, surely, 
should be an example of it. Yet unless the underlying motiva- 
tions of this or any other line of misconduct be got under 
control no permanent readjustment can be effected. This is 
slowly becoming apparent even to those who engage in the 
treatment just mentioned. 
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As your space is so valuable I confine my protest to this 
single example. Reflexes, however, are the point at which 
neurophysiology and psychiatry meet, but Pavlov failed to see 
any need for the psychiatric approach. To him, as an extreme 
behaviourist, physiological facts alone were valid; subjective 
states in animals were to him no- more than the figments of the 
experimenter, and deserved reproof. Against the evil legacy of 
this mechanistic attitude in medicine I beg leave to register a 
most emphatic warning and protest.—I am, etc., 


Caldecote, Nuneaton. A, E. CARVER. 


Early Carcinoma of the Breast 


Sir,—To many doctors in widely differing circumstances 
comes the question, “Is the small tumour I have discovered 
in this woman’s breast malignant?” The responsibility of 
decision is great. Life is at stake : happiness, too, and beauty 
maybe. 

Close cutting to a tumour of the breast of questionable 
malignancy is disallowed. If clinical distinction cannot be 
made, the choice lies between (1) local removal by diathermy 
at such distance that the histology of the tumour is not dis- 
turbed, followed by immediate examination of a frozen section 
in the operating theatre, and (2) judgment after simple 
mastectomy of the cut surface of the tumour and surrounding 
breast, with preparations made for immediately completing the 
full degree of treatment given to malignant disease if macro- 
scopic judgment declares for malignancy. If malignancy seems 
at the outset possible; but unlikely, partial mastectomy with 
the same preparation for the possibility of malignancy would 
seem a sensible modification. 

Of these choices, (1) requires an expert pathologist familiar 
with frozen section work, and (2) could benefit much by the 
presence of a pathologist, where possible, to assist surgical 
judgment. It seems likely that diathermy has real value both 
in reducing chances of malignant spread and in effecting 
haemostasis, but it is important that coagulation of the skin 
edges should be minimal. 

There are changes in the breast with the menstrual cycle 
which should repay investigation. It is noticeable that no 
reference is ever made in surgical statistics of the time in the 
menstrual cycle at which operation is undertaken. Many a 
breast which is premenstrually tense, full, and tender becomes 
relaxed and decongested at the onset of menstruation within 
a few hours. Is there not a hint in this truth that operation 
might be made safer by timing it to the stage of minimum 
breast congestion ? 

Confusion between “ dissemination” and “ implantation” is 
sometimes noticeable in surgical writings on this subject. They 
neither mean the same thing nor do they occur in the same 
way. A clear example of implantation is to be seen in the 
endometrioma which can occur in an abdominal scar after 
hysterotomy. Implantation is in fact a grafting process, and 
as it occurs in breast cancer it is effected unfortunately or care- 
lessly by the surgeon’s operating instruments or gloves. 
Sampson Handley’s irrigation of the axilla with 1/2,000 
perchloride of mercury poured into the wound with a jug, 
followed by a saline wash, would seem likely to reduce this 
risk. Dissemination is less a local than a distant matter. It 
ought to be considered whether pre-operative manual manipula- 
tion of the tumour, perhaps prolonged or repeated through 
doubt or for the purpose of clinical education, does not in fact 
substantially increase the risk of dissemination of malignant 
cells by trauma. 

It is apparent that the relative values of surgery and radiation 
in effecting cure are still disputable. Such controversy should 
be kept entirely free from prejudice. The radiotherapeutist has 
no right to scorn the surgeon as a butcher, but equally should 
the surgeon guard against cocksure vanity which cannot learn. 


The dominant position of a surgeon in an operating theatre. 


is all too liable to develop such sclerosis of mind. This 
important subject needs frequent conference between radio- 
logists and surgeons willing to learn from one another until 
the wisest policy is more evident than it is at present.— 


I am, etc., 
East London, South Africa. GerorGE H. ALABASTER. 


Treatment of Varicose Veins 


Sir,—The onlooker sees most of the game. This is 
that applies to sport ; but it also applies to the interested wt 
of a correspondence controversy. I-wrote to the British 
Medical Journal on March 5 (p. 412) on the treatment of 
varicose veins to point out that the sclerosing agent was a 
useful ally to the operation of high ligation and that the method 
should not be discarded on insufficient evidence of its risk 
A remarkable series of letters followed, and I have read them 
with interest. : 

I have been doing varicose-vein work for 11 years—starting 
at Poplar Hospital—and I have tried most methods, including 


Dr. Hanschell’s (it is, of course, not new). A discussion on 


its merits is beside the point, as was much of the subject-matter 
of the letters published. I forsake the onlooker’s role and 
return to the fray to reassert my original contention and answer 
criticisms levelled at it. ; 

Dr. Hanschell (March 19, p. 500, and May 14, p. 869) began 
by leading a vigorous attack on sclerosants. Dr. Rowden Foote 
(April 9, p. 635) defended their use, and Dr. R. Simpson 
Harvey (June 4, p. 1005), while primarily advocating injection 
therapy, thought that a combination of operation and injection 
might result in fewer recurrences. I am convinced that this 
is the method of choice. Mr. Rutherford (May 7, p. 822) 
echoed Dr. Hanschell’s ideas. In spite of all that has been 
said, I remain in the sclerosant school, and so must reply to 
Dr. Hanschell, at the same time expressing respect for the 
experimental and clinical evidence he has produced to support 
his views, not forgetting a provocative and stimulating method 
of expression. 

Now Dr. Hanschell states, “ Injections of minimal amounts 
of minimal strength give extra pain and longer convalescence ” ; 
also, “Sclerosant injection is a dangerous ally and a useless 
one.” I disagree entirely. These are devastating indictments 
on sclerosants and would end all discussion if they were correct : 
of course they are far from correct. Dr. Hanschell should 
have prefaced his remarks by, “In my opinion.” With regard 
to longer convalescence and extra pain, I am sorry that the 
distance that separates us prevents my showing Dr. Hanschell 
afebrile patients on the first, second, and every post-operative 
day, walking about with little or no discomfort and having no 
prolonged convalescence. Also, he could see some patients so 
treated ten years ago with no recurrences. 

The statement, “A dangerous ally and a useless one,” is 
also quite incorrect. Dr. Hanschell has been unable, apparently, 
to find that balance of dosage and strength that is effective yet 
safe. This is unfortunate, for it can be dome. Finally, while 
I agree that harm, such as necrosing thrombophlebitis, can 
be caused by unskilled sclerosant therapy, I know that with 
correct dosage and strength this therapy is a valuable and safe 
ally to operation in the treatment of varicose veins. Operation 
or injection alone is not enough. 

The subject of varices is a fascinating one, as Mr. Rowden 
Foote has stated. So let us be at one another from time to 
time, till the truth is discovered. I believe the following is 
true : A bad result in the treatment of varicose veins is due 
to bad technique.—I am, etc., 


Sydney, Australia. C. H. WicKHAM LAwEs. 


Biology as a Preparation for Medicine 


Sir,—Professor F. A. E. Crew in his discussion of biology as 
a preparation ‘for medicine (September 3, p. 508) does science 
a disservice by his extravagant claims for the biological side of 
our education. 

The pictures he paints of mankind before and after “ the 
promulgation of the theory of evolution and its general 
acceptance” present an elegant contrast in black and white, 
and will come as a surprise to students whose science is based 
on the discoveries of Archimedes, Galileo, Harvey, and Boyle, 
as well as to undergraduates who have already encountered 
such perversions of science as the master race, the efficient 
suppression of public controversy, and the annihilation of the 
unfit. He states that “science in application has made possible 
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the material welfare of mankind.” Agreed : but he claims it 
“has done far more than this. It has given to mankind great 
hope and the possibilities of great dignity.” It is debatable 
whether mankind’s hopes or dignity are actually loftier or 
greater in this age than in any other. Then we come to the 
proposed philosophy of a doctor—“ that the recent explosive 
growth of science has made it impossible . . . to predict how 
far he may extend his dominion over his external world and 
over himself.” Too true, perhaps: but “over himself ”— 
there’s the rub. 

Professor Crew would do well to remind his students that the 
science of public health demanded the isolation of the leper 
many centuries before our era, but this science is not credited 
‘with the proposition that the leper’s care, comfort, and cure 
are the privilege and duty of every man. This Proposition, 
though not particularly scientific, may still contribute some- 
thing to the philosophy of a doctor.—I am, etc., 


Midhurst, Sussex. ROBERTSON SINTON. 


Torsion of Normal Fallopian Tube 


Sir,—Following the article by Mr. R. de Soldenhoff (July 30, 
p. 263) and Professor Lambert Rogers’s letter (August 13, 
p. 384), as well as Mr. Richard E. Shaw’s contribution 
(August 20, p. 421) and Mr. Alfred M. Abrahams’s letter 
(August 27, p. 487), I should like to add a further case of 
torsion of a hydrosalpinx to the literature. 


An unmarried girl, aged 20, was admitted to hospital on August 6, 
1949, with the following history. Early the same morning—i.., 
10 hours before admission—when still in bed, she was seized with 
sudden severe pain in the right iliac fossa, soon radiating to the right 
loin. She vomited several times. The pain had recurred in frequent 
spasms since. She gave no history of any similar attack previously. 
Her periods were regular, the last one a fortnight before admission. 
There was no vaginal discharge. She complained of some scalding 
on micturition but had no frequency. 

On examination she appeared pale, shocked, clammy, and in pain. 

Her temperature on admission was 97.4° F. (36.3° C.), pulse rate 76, 
B.P. 112/78. Her tongue was coated. No abnormality was found in 
her chest. There was some guarding in the right iliac fossa, and 
_the right kidney was tender on palpation. On rectal examination, 
moving of the cervix caused much pain, and the patient would not 
tolerate palpation of the pouch of Douglas or bimanual examina- 
tion. The patient presented clinical features strongly suggestive of 
renal colic, and “treatment with morphine and atropine was begun. 
The diagnosis did not, however, explain the pelvic tenderness. 
Therefore a close watch was kept and further investigations carried 
out. 

The pulse rate varied between 80-100 and the temperature rose 
to 100.4° F. (38° C.) in the next 48 hours. Morphine and atropine 
in repeated doses failed to secure complete relief of pain. Soon 
after admission the patient had retention of urine and had to be 
catheterized 3-4 times a day. This was carried out with a thin, 
soft rubber catheter. The urine contained a frace of albumin, a 
very occasional leucocyte, but no red blood cells or casts were seen. 
Blood urea was 22 mg. per 100 ml. Blood sedimentation rate was 
24 mm. in one hour (Wintrobe). The white blood cells numbered 
14,000 per c.mm., 88% being polymorphonuclears. The patient was 
constipated ; an attempted enema failed, as she could not tolerate 
the rubber tube in her rectum. 

It was further observed that in spite of repeated catheterizations a 
rounded swelling commenced to rise out of the pelvis. Forty-eight 
hours after admission it nearly reached the level of the umbilicus. 
X-ray examination of the abdomen confirmed the presence of a 
large globular mass slightly to the left of the midline and arising 
from the pelvis. In view of the temperature, the white blood count, 
the presence of the swelling, and the pulse rate, which now reached 
112, laparotomy was decided upon with the provisional diagnosis of 
pelvic appendix abscess or ectopic pregnancy. Before going to the 
theatre the patient was catheterized in the ward, and a few ounces of 
urine were drawn off. Under the anaesthetic, but before commenc- 
ing the operation, the patient was catheterized again, this time with 
a stout catheter, and 23 oz. (644 ml.) of urine withdrawn. At the 
same time the abdominal swelling disappeared. 

The abdomen was opened through a gridiron incision. Blood- 


stained free fluid was seen. The appendix was normal, but a large, 
rounded, tense mass was felt in the pouch of Douglas. A low right 
paramedian incision was then made and the mass identified as a 
purplish, swollen right tube and ovary firmly impacted in the pelvis. 
A right salpingo-oophorectomy was performed and the abdomen 


closed. The patient made an uneventful recovery. The specimen 
consisted of a cystic tube, containing clear fluid, and an intensely 
swollen, plum-coloured ovary. The wall of the hydrosalpinx was 
thickened in places, but there was no sign of any decidual reaction. 
The pathological report confirmed simple torsion of Fallopian tube 
and ovary. 

I feel that this case is of particular interest not only because 
of the rarity of the condition but also because of the unusual 
and misleading symptoms. It appears that the mass was 
impacted in the pelvis firmly enough to cause renal colic by 
compressing the right ureter against the pelvic brim and 


retention of urine by compressing the urethra against the 


symphysis pubis. Thin rubber catheters failed to drain the 
bladder completely because their lumen, too, was obliterated 
by the intrapelvic pressure. 

I wish to thank Mr. J. A. Baty, under whose care the patient was 
and who performed the operation, for his permission to publish this 
case. 

—I am, etc., 


Shrewsbury. OtTTo FLEISCHNER. 


Resisting Pain 

Sir,—An experience one can have at the dentist’s may perhaps 
throw a sidelight on Dr. E. B. Strauss’s interesting article, 
“ Intractable Pain ” (August 20, p. 411). If a deep drilling, say, 
causes pain, it is possible to focus the attention on the pain 
in such a way that it is kept “outside oneself” as a pure 
sensation, on almost the same footing as a colour one might 
detachedly observe. The distinction drawn by Dr. Strauss 
between pain as a sensation and pain as an emotional experience 
comes out then very clearly. The point is to keep the pain 
from “invading the consciousness” and so becoming suffused 
with emotion. This is difficult with intermittent pain, as the 
pain is apt to leap on one before the necessary concentration 
of attention can be achieved. 

The experience suggests that the best way to deal with pain 
in some cases is not to try to forget it but to keep it at a 
distance by making it the object of attention instead of a. 
subjective experience. The effort required could hardly be kept 
up with long-continued pain, but it- might be useful in some 
briefly painful ordeals—for instance, when wound dressings are 
changed. 

I should add that owing to the skill and resources of modern 
dentistry occasions for applying the method in the dentist’s 


‘chair are now happily rare.—I am, etc., 


London, E.C.4. CHARLES Davy. 


Weight-reducing Diet 


Smr,—In connexion with Dr. H. L. Marriott’s article (July 2, 
p. 18) the cure proposed would be more effective if out of 
the foodstuffs recommended a single one was chosen and taken 
for five days with the exclusion of everything else. Then 
another of the foods on the list should be prescribed, again 
exclusively for five days. (The patients mostly are unable to 
stand this one-sided diet for more than five’ days.) 

This diet of von Noordens, called by him “zigzag” diet, 
is of great practical significance as a weight-reducing cure. It 
doubtless requires self-restraint, but over-eating and “ psycho- 
genic hyperalimentation” should be regarded’ as character 
defects and bad habits, to be strictly suppressed by any indi- 
vidual disposed to obesity. Retraining to control the appetite 
should be the aim. Under the “ zigzag” diet consumption of 
food is strictly limited—say, stewed vegetables, or boiled lean 
meat, or fruit, or potatoes, or rice, etc., for five consecutive days. 
(The rice diet recommended by Kempner is suitable for weight 
reducing or for dehydration. It is salt-free and protein-free, 
and suitable in cases of uncompensated heart disease, chronic 
nephritis, or hypertonia associated with obesity. The patient’s 
dislike can be overcome by the addition of fruit juice or stewed 
fruits.) Macaroni, spaghetti, groats, salt-free brawn, curds, 
yoghourt, steak, fish, eggs, etc., all can be used in the “ zigzag” 
diet, if every five days a change from one to the other is main- 
tained—the essential factor being that these alternations tend 
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to mobilize the quiescent stores of fat in the body and the 
tissue fluids. Restriction of liquids is especially important to 
secure dehydration. The effect can be observed when a dry 
diet is prescribed. The “eat as much as you like” does not 
apply to the liquids. 

An advantage of this sort of diet is that the circulation is 
stimulated as a result of increased tissue metabolism. The 
system is obliged to make up the lack of the substances missing 
by its own stores, mobilizing alternately fat, carbohydrates, or 
proteins. Providing and preparing the necessary dishes is simple 
and control is easier. This is important, because hearty eaters 
are as prone to cheat as drug addicts. It is a well-known fact 
that patients on controlled diet in hospitals or nursing-homes 
lose much more weight than those who try to keep on a diet 
at home. It is not necessary to measure calories, but it should 
be kept in mind that reducing diets below 1,000 calories are 
only possible if the patient is kept in bed, and at around 
1,500 calories it is absolutely necessary to avoid depletion of 
vitamins by supplying the daily amount in the form of suitable 
preparations. 

If a weekly loss of about four pounds is achieved for a few 
weeks the “zigzag” diet may be stopped and replaced by the 
one recommended by Marriott.—I am, etc., 


Budapest. EMERIC DoMaNy. 


Weight Changes in Pregnancy 

Sir,—Under “Notes and Comments” (August 6, p. 346) 
reference was made by Dr. F. R. Kinkead Allen to an article 
written by Dame Louise Mcllroy and myself (J. Obstet. Gynaec. 
Brit. Emp., 1937, 44, 221). This reference was that in 1,000 
cases the average total gain in weight among _primi- 
parae was 11 lb. 3 oz. (5 kg.) and for multiparae it was 
11 Ib. 7 oz. (5.2 kg.). It was not stated over what period of 
pregnancy the observations for these weight gains were made. 
Reference was also made to Chesley’s article on weight 
changes (Amer. J. Obstet. Gynec., 1944, 48, 565), but the period 
of pregnancy during which these observations were made was 
also omitted. 

Your readers might be interested to know that our records 
were made during the last 16 weeks of pregnancy, while 
Chesley’s covered the last six months. In our series of 1,000 
cases the average weight gain was 11 Ib. 44 oz. (5.1 kg.); in 
Chesley’s series the figure was 23.5 Ib. (10.6 kg.). 

The results of another investigation carried out by one of 
us during the war on weight changes in pregnancy and infant 
birth weight are shown in tabular form below. 


Average Weight Gains in Pregnancy and Birth Weights of Infants 


Average Total Gain in Weight in Pregnancy 
For 1,000 
For 704 Primiparae For 296 Multiparae Cases 
rom 24th IL Ib. 2 oz. 11 Ib. 7 oz. 11 Ib. 4} oz. 
week of (5-05 kg.) (5-19 kg.) (5-12 kg.) 
pregmancy* 
For 547 Primiparae For 312 Multiparae — 
War period: 
From 20th 
week of 14 Ib. 6 oz. 12 Ib. 15 oz. 13 Ib. 14 oz. 
pregnaneyt (6-525 kg.) (5-868 kg.) (6-294 kg.) 
Average Weight of Babies in the Above Cases 
All Infants 
Female Male Female Male 
Pre-war period | 6 li. 15 oz. | 7 Ib. 4 oz. | 7 Ib. 5 oz. | 7 Ib. 6 oz. | 7 Ib. 5 oz. 
(3-144 kg.) | (3-29 kg.) | (3-318 kg.) | (3-346 kg.) | (3-318 kg.) 
War period 7 Ib. 44 oz. | 7 1b. 6 oz. | 7 Ib. 8 oz. |7 1b. 11} 0z.| 7 Ib. 73 oz. 
(3-304 kg.) | (3-346 kg.) | (3-402 kg.) | (3-5 kg.) | (3-388 kg.) 


* These analyses were made from the case notes of patients attending the 
antenatal clinics of the Royal Free Hospital, London, and Thorpe Coombe 
Maternity Hospital, Walthamstow, London. 

t Thorpe Coombe cases only. 


—I am, etc., 
London, E.17. 


HELEN E. Ropway. 


Manipulation for Rheumatism 


Sir,—The relation of fibro-fatty nodules to “ rheumatic ” 
syndromes, discussed by Dr. W. S. C. Copeman in his 
Hunterian Oration (July 23, p. 191),.and the suggestion by 
Tegner and others (July 23, p. 201) that some rheumatic cases 
are of psychological origin, may distract attention from the 
fact that many rheumatic diseases respond favourably to mani- 
pulation and that most cases of low backache and allied 
diseases do so either temporarily or permanently, and are there- 
fore probably of articular origin. 

A series of 152 consecutive cases of low backache and allied 
diseases seen by me in the past year has yielded the following 
results : 


Manipulated rw -- 126 
Complete abolition of symptoms .. a 39 


Good result with few residual symptoms 41 
Abolition of symptoms with recurrence later 25 
Manipulation failed 5 


No anaesthetic is required for this manipulation, which 
appears to act on the sacro-iliac joint, and is carried out as 
follows : (1) The patient lies on‘his back on the floor, with 
the hip and knee of the affected side each flexed to a right- 
angle. .(2) The operator lifts the knee so that the buttock 
of the affected side is raised from the ground and maintains 
this position for a few seconds. The patient should now be 
free from pain, (3) The patient rolls away from the operator, 
who continues to lift the knee, so that the patient is lying on 
his sound side with the hip just clear of the ground. (4) A light 
blow is now delivered by the knee of the operator to the region 
of the greater trochanter of the affected side. In a bilateral case 
both sides should be manipulated. 

The principle of this manipulation is that, with traction 
applied to the flexed and abducted hip, the innominate bone 
shall be driven forwards. It has been instructive to observe 
that the “ fibrositic,” neurological, psychological, and visceral 
symptoms present in many of these cases have abated or dis- 
appeared once the low backache has been dealt with in the 
manner described.—I am, etc., . 


Lowestoft. N. B. Eastwoop. 


Psychogenic Rheumatism 


Sir,—The article on psychogenic rheumatism by Drs. W. 
Tegner, D. O'Neill, and A. Kaldegg (July 23, p. 201) invites 
criticism. The diagnosis is in the main based on negative 
criteria—i.e., absence of physical signs. It is, however, clear 
that negative criteria are not a reliable guide to diagnosis. At 
the Seventh International Congress on Rheumatic Diseases at 
New York two Oslo physicians, Professor H. Seyffert and 
Dr. Monichen, expressed their conviction that the diagnosis 
“ psychically conditioned pain is usually the indication of the 
doctor’s inability to detect the organic cause of the pain in 
question.” I wonder whether according to the followers of 
psychogenic pain the neuralgia of the fifth nerve, which has no 
pathology, would be considered as belonging to the same 
category of syndromes. 

Another pertinent question is, What are the physical signs of 
ordinary or common “ fibrositis ” (non-articular rheumatism) ? The 
diagnosis is, as a rule, based on tenderness to pressure, a subjective 
phenomenon which does not appear to differ very much from the 
tenderness due to skin hyperaesthesia which was found by the 
authors as “a typical reaction te examination.” Or do the authors 
imply that every case of fibrositis is psychogenic, as maintained 
by Dr. J. Cyriax’ ? 

In my opinion and experience psychogenic pain does not exist. 
In our world there is only one reality—that which exists in our 
minds. Hence the patient may rightly claim that the pain and 
sufferings he or she feels are very real indeed. I by no means deny 
the well-known fact that pain may be elicited or aggravated by 
psychological factors, but none the less it is real and somatically 
conditioned. There are no separate tight compartments of mind 
and body, which influence and depend on each cther. I think it 
is true to say that the mind governs the body and the body governs 
the mind. 
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According to the general theory developed by the writer?* pain 
is due to a relatively diminished blood flow, probably by reason of 
pathological local vasomotor-autonomic imbalance in the affected 
parts. I am pretty certain that a doctor who happens to suffer from 
rheumatism would be very chary of diagnosing psychogenic pain 
in himself. Doctors have been accustomed to look on a patient 
from the point of view of diagnosis and therapy only. But I 
often feel it would be very useful and interesting to picture in our 
minds what the disease looks like when seen from the patient’s 
viewpoint. 

I have examined many a patient diagnosed as suffering from 
psychogenic pain, imaginary disease, etc., in whom the diagnosis 
of rheumatic or idiopathic myalgia could be ascertained by 
objective criteria and who could be relieved and helped by 
appropriate treatment. Why follow the deceptive will-o’-the- 
wisp of psychogenic rheumatism, imaginary disease, or the con- 
ception of “ fibro-fatty tissue” in new rheumatic syndromes 
if the modern methods allow us to ascertain or exclude 
rheumatic myalgia with certainty by objective criteria? The 
apparently new fashion of coining and describing more and 
more syndromes has already led to confusion in rheumatism. 
It is time, I think, to return to a unitary disease—i.e., rheumatic 
myopathy—responsible for non-articular and articular rheumat- 
ism. It seems certain that in science progress depends largely 
on simplification of terms and conceptions.—I am, etc., 


London, N.W.11. M. G. Goon. 
REFERENCES 
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Conceptions of Right and Wrong 

Sir,—Dr. Frederick Dillon (August 27, p. 485) seems to have 
been somewhat misled as to the degree of “ guilty knowledge ” 
(mens rea) inferred by the word “wrong” as used in the 
M‘Naghten rules, and has come to the unhappy conclusion that 
as a result of the reference made by Sir Hartley Shawcross to 
it in the recent Haigh trial it has been given two distinct 
interpretations. This is not so. . 

The rule as to criminal liability of persons afflicted with 
insane delusions is based on'the answers of the judges given 
to the House of Lords extra-judicially in consequence of 
M‘Naghten’s case in 1843. One of these answers (the first) 
accounts for the question put by Sir Hartley in Haigh’s case. 
“The party accused * . . is punishable according to the nature 
of the crime committed, if he knew at the time of committing 
such crime that he was acting contrary to law” (i.e., the law 
of the land). 

Let us now pass to the third answer given by the judges, 
which clearly deals with the point upon which your corre- 
spondent appears to be a little confused. “ ... To establish a 
defence on the ground of insanity it must be clearly proved 
that at the time of committing the act the party accused was 
labouring under such a defect of reason, from disease of the 
mind, as not to know the nature and quality of the act he was 
doing (this refers to the physical character alone), or, if he 
’ did know it, that he did not know he was doing what was 
wrong. The mode of putting the latter part of the question 
to the jury on these occasions has generally been whether 
the accused at the time of doing the act knew the difference 
between right and wrong, which mode, though rarely if ever 
leading to a mistake with the jury, is not as we conceive so 
accurate when just put generally and in the abstract as when 
put as to the party’s knowledge of right and wrong in respect 
of the very act with which he is charged. If the question 
were to be put as to the knowledge of the accused solely and 
exclusively with reference to the law of the land it might tend 
to confound the jury by inducing them to believe that an 
actual knowledge of the law of the land was essential in order 
to lead to a conviction, whereas the law is administered upon 
the principle that everyone must be taken conclusively to know 
it without proof that he does know it. If the accused was 
conscious that the act was one which he ought not to do, and 
if that act was at the same time contrary to the law, he is 
punishable ; and the usual course, therefore, has been to leave 
the question to the jury whether the party accused had a suffi- 


cient degree of reason to know that he was doing an act that 
was wrong.” 

I think this will afford the authoritative explanation of the 
meaning of the word “ wrong” which Dr. Dillon requires. 

Sir Hartley Shawcross at the Haigh trial referred to the word 
“wrong” in its strict sense as being contrary to the law of 
the land. It is, however, sufficient that the accused is capable 
of distinguishing between right and wrong, irrespective of 
whether he appreciates that the “wrong” amounts to a 
criminal offence, for ignorantia legis excusat neminem. 

The point is, did the accused at the time he committed the 
act know that he was doing something which was wrong? The 
fact that it should also amount ‘to a crime is the reason why 
he is before the court and the M‘Naghten rules are applied 
at all. If it was merely an act which was morally wrong but 
not contrary to the law of the land, then these rules could have 
no application, for the question of criminal proceedings would 
not arise.—I am, etc., 


Lincoln. J. E. WiLson. 


Paddington Green Children’s Hospital 

Sirn,—The Paddington Green Children’s Hospital is to be 
closed down. I think that this news should be widely spread, 
and I ask you to allow me to give my personal view of this, 
which I consider to be a tragedy. 

The following general facts should be advertised, if only that 
they can be corrected if wrongly stated. After the war the 
idea was spread around that the small hospitals would not 
survive unless they got under the wing of larger institutions. 
Reluctantly, Paddington Green allowed itself to be taken over 
by St. Mary’s, with which teaching hospital it had always been 
on the friendliest terms. Since it was taken over there has 
been a happy experience of co-operation between the parent 
and the adopted child. Subsequently St. Mary’s took over 
other hospitals, including the Princess Louise Hospital for 
Children. 

Suddenly the St. Mary’s Hospital Board announced its inten- 
tion of destroying Paddington Green and of using its walls as 
the basis for a new wing for the care of adult skin and throat 
cases. In the printed statement (marked “ confidential” for 
some reason not given) it is made clear that regional needs are 
not under consideration, but only the needs of St. Mary’s as an 
undergraduate teaching hospital. Apparently someone at St. 
Mary’s has blundered, and more children’s beds have been 
taken over than are specified as minimum requirements in the 
Goodenough Report. The board’s way out is to destroy one 
of the two children’s hospitals adopted and so make the num- 
bers of skin and throat beds add up nicely. No mention is 
made of out-patient and casualty needs. 

This state of affairs must surely interest the profession and 
also the general public. The teaching of medical students 
is apparently a matter of compliance with the Goodenough 
recommendations, and it is not a matter of letting students 
feel that the direct needs of the public are also important. 

It is not for us to praise our own hospital, but who will 
defend it if we do not do so? I personally think that mothers 
and children get excellent service at Paddington Green, and 
39,000 mothers bring their children to the hospital every year. 
No alternative provision whatever is to be made for these 
mothers. Certainly these 78,000 persons (mothers and children) 
cannot be wanted in the terribly overcrowded out-patient 
department at St. Mary’s. ‘ : 

As my specialty is towards the psychological side, I can 
perhaps say that the physical paediatrics practised by my col- 
leagues is as good as any. Moreover, the parents and children 
are treated as human beings. Any children’s hospital is a 
very specialized affair. The matron, the nurses, the dispenser, 
the almoner, the telephone girl are all there because mothers 
and children interest them. The special _departments are 
adapted to the handling of parents and children. Such an 
institution cannot be created suddenly. Paddington Green has 
been 80 years in the making. Many of the parents came to the 
hospital when they were children themselves. Locally, a 
children’s hospital has a value even when it is not used, as a 
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place that is known and that can be used in case of doubt or 
emergency. 

It seems to me that it is a disgrace and a very irresponsible 
thing that a teaching hospital board should come to a decision 
like this without reference to local out-patient needs. I feel 
that if the scheme is carried through the reputation of St. Mary’s 
will suffer for a long time, both locally and generally in the 
profession. 

I am near enough to the end of my service to Paddington 
Green to be able to publish my personal view without its 
being thought that I am just annoyed about my personal loss. 
As a matter of fact I do feel annoyed and insulted—in fact, 
we have all been stunned. This was one of those things that 
could not happen, the destruction of a good thing and for a 
paltry reason. 

There seefs to be no way of getting this matter brought into 
the open except in your invaluable correspondence columns.— 
I am, etc., 

London, W.1. D. W. WINNICOTT. 


Princess Tsahai Memorial Hospital 


Sir,—May I ask for the hospitality of your columns to 
inform your readers that the building of the Princess Tsahai 
Memorial Hospital in Addis Ababa is now complete : 85% of 
the necessary £100,000 has been raised, and two-thirds of the 
interior equipment has been shipped. The appeal committee 
wishes to order the remaining equipment, and I appeal strongly 
to the generous British public to assist in raising the £15,000 
still necessary to bring this worthy project to fulfilment. High 
hopes have been raised of services to be rendered by the hos- 
pital, more especially because it will be feasible to attach to 
it a nursing and midwives’ training school (for which funds 
are in sight) and eventually a medical school. 

The late Princess Tsahai was a noble-spirited girl who died 
at 23 after giving five years’ devoted service in British hospitals 
during the late world war. One of her matrons wrote that 
she possessed “ patience, loyalty, gentleness ” ; another described 
her as “ gentle and dignified.” Her father, the Emperor Haile 
Selassie, earned respect and admiration for his courage and 
bearing from all who met him in his days of adversity. His 
interest is deeply engaged in seeing the hospital at work. 

Cheques and postal orders will be very gratefully received 
by the honorary treasurers of the appeal committee, Lord 
Horder and Lord Amulree. They should be drawn in favour 


of the Princess Tsahai Memorial Hospital and sent to the. 


honorary treasurers, care of Messrs. Gould and Prideaux, the 

honorary accountants, at 88, Bishopsgate, London, E.C.2.— 

I am, etc., 
House of Lords. 


POINTS FROM LETTERS 


Marking. Gas Cylinders 

Mr. K. C. Warp (Loughborough) writes: It is strange that no one 
has yet found a simple expedient for the distinguishing of gas 
cylinders that could be adopted universally. Surely it would not 
be too big a drain on the financial resources of the National Health 
scheme for the Minister to provide every hospital with a supply of 
paint transfers. One of the pharmaceutical staff could then be 
responsible for marking each cylinder by means of the transfers with 
the name of the contents, and this would ensure that even though 
the paint round the neck of the cylinder was chipped, destroying any 
easily visible marking, some alternative means of ready identification 
would be there. It really is distressing to read of these by no means 
uncommon fatalities due to confusion of gas cylinders. 


Anterior Poliomyelitis and Herpes Zoster 

Dr. Cottn GraHAME (Boreham Street, Sussex) writes: Some 
features of similarity in these two diseases should be worthy of 
consideration at the present time. Although it is said the viruses 
of the two affections are distinct, it would be interesting to learn if 
herpes zoster has become more common during the last 30 years. 
I am of the opinion that some points of similarity are sufficiently 
significant to suggest that herpes zoster should be a notifiable disease, 
at least temporarily until statistical records could be compared... . 
The vanguard of success in mastering anterior poliomyelitis is still 
observation, and its association in relation to other diseases is very 
important. It is also time that the designation of infantile paralysis 
was discarded for that of “ infectious paralysis.” 


WINSTER. 


Obituary 


H. H. MOLL, M.D., F.R.C.P. 


Dr. Henry Moll, senior physician to the United Leeds 
Hospital, died suddenly at Leeds on September 8 at the 
early age of 53. He was born in Milan in 1896. His father, 
who lives in Milan, was born in Lyons, and his mother, 
who died young, belonged to a Scottish family which for 
several generations has divided its life between Edinburgh 
and Leghorn. 

Henry Henderson Moll received his early education inthe 
Lyceum at Milan, and he began his medical course in the 
University of Pavia. His 
studies were interrupted by 
the first world war, in which 
he served as a. medical 
student, with the rank of 
sergeant. He concluded his 
medical studies in Rome and 
obtained the M.D. of this 
university with the highest 
honours. He ’ came_ to 
England in 1920 and immedi- 
ately applied himself to 
intensive study at St. 
Bartholomew’s Hospital and 
at the West London Hospital. 
Dr. Moll came to Leeds in 
1922 as a resident officer at 
the General Infirmary, Leeds. re 
He took the Leeds M.B., Ch.B. in 1925. His breadth 
of experience and great industry were soon recognized, and 
he was appointed an assistant physician to the hospital. By 
the time of his tragically early death he had reached the 
highest position on the medical staff of the General 
Infirmary. Throughout the war he worked at the Pinder- 
fields Emergency Hospital at Wakefield. He remained on 
the staff of this hospital, and at the time of his death he was 
absorbed in the creation of a hospital school for asthmatic 
children there. 

Dr. Moll preserved throughout his professional life a 
great interest in asthma and diseases of the chest. He wrote 
an important study on bronchiectasis, which has been often 
quoted. He was in charge of an asthma clinic and research 
unit for many years at the General Infirmary, Leeds, and 
he was an advisory member of the Asthma Research 
Council. His great interest in allergy found expression in 
the support he gave to the newly founded British Associa- 
tion of Allergists ; shortly before his death he attended a 
general meeting of this association at Cardiff and made a 
valuable contribution to a discussion on the treatment of 
bronchial asthma. On this occasion he was invited to allow 
his name to go forward for election as a member of the 
council of the association. Dr. Moll will be remembered by 
generations of students of the Leeds School as a fine teacher, 
careful in preparation, precise and sometimes a little 
dogmatic in the presentation of his theme. Students 
remembered what Dr. Moll had told them and always 
found it possible to apply this knowledge in practice. Moll 
himself was a fine embodiment in our own times of the 
practice of past centuries when there was an interchange 
between English universities and the classical universities 
of Italy, the oldest in Europe. 

A reserved person who became for those who knew him 
a most warm and genial spirit, Dr. Moll’s courtesy and 
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tleness were graces which his friends will never forget. 
His interests outside medicine were in music and painting, 
and nothing gave him more delight than the work of Cesca, 
his wife, an artist of distinction. He was devoted to his 
To his wife and four children, the eldest of 
whom is 12, the sympathy of all who knew him will be 
extended —G.W.B. 


JOHN GERRIE, F.R.C.S.Ed. 


Mr. John Gerrie died suddenly on July 4, in Harrogate, 
while attending the Annual Meeting of the British Medical 
Association. The announcement of his unexpected death at 
the early age of 41 seemed almost incredible, for with his 
burly and robust figure he seemed the embodiment of health 
and fitness. An Aberdonian by birth, he was educated at 
Robert Gordon’s College and graduated M.B., Ch.B. with 
honours at the University of Aberdeen in 1930. His under- 

uate career was a distinguished one, and he was 
awarded many medals and prizes, particularly in the field 
of surgery. Immediately after graduation he was for 
a time assistant in the department of andtomy under 
Professor Alexander Low, thus laying a secure foundation 


for the specialty to which he was later to devote himself, 


and acquiring a training in morphology and embryology 
which was reflected in his later published work. There 
followed a series of resident hospital appointments at Queen 
Mary’s Hospital, Stratford, at the Central London Throat 
Hospital, and at the Manchester Ear Hospital. Although 
his bent was already towards otolaryngology, he wisely 
decided to spend some time in general practice, and for some 
three or four years he practised in partnership in Greenwich. 
In 1934 Gerrie obtained the F.R.C.S.Ed., and shortly after- 
wards he was appointed assistant surgeon in the ear, nose, 
and throat department of Aberdeen Royal Infirmary. In 


addition he held appointments at the Royal Aberdeen. 
Hospital for Sick Children and at the municipal hospitals. : 


He rapidly built up an extensive practice, and some three 
years ago he became full surgeon in charge of his depart- 
ment and was appointed lecturer in diseases of the ear, nose, 
and throat in the university. During the war years his 
work was extremely onerous and taxed his strength severely, 
and not until the end of the war was he able to resume his 
research work. 

By his medical colleagues, by his students, and by his 
patients John Gerrie will be remembered not merely for his 
skill in his specialty but perhaps still more for his sterling 
qualities as a man—for his friendliness, his sense of humour, 
and above all for his kindness. From his experience in 
general practice he had learned much, and in his work he 
spared himself neither time nor trouble to ensure the com- 
fort, both mental and physical, of his patients, and especially 
of young children. This quality was very clearly seen in 
one of the earliest papers which he published on basal 
narcosis for tonsillectomy in children. To this problem 
he gave much time and thought in an endeavour, happily 
successful, to make the operation of tonsillectomy in 
children less of an ordeal to the small patient. Perhaps 
his most important paper was that on the phylogeny of the 
mammalian tympanic cavity and auditory ossicles, pub- 
lished in 1948, in which the influence of his earlier 
anatomical training comes out clearly, and which forms a 
valuable contribution to our understanding of the tympanic 
cavity and its development. In his scanty leisure his main 
interests and hobbies were in art and music, in the former 
of which he had. considerable talent, as shown by the fact 
that the illustrations in the paper referred to above were 
from his own drawings. 


His students, with whom he was on the friendliest terms, 
have placed on record a few sentences from one of his own 
lectures which exemplify his attitude to his life and to his 
work: “To win a child’s confidence is half the battle. One 
must come down to its level—no difficult thing for me.” 
Therein lay his success, for to the end of his tragically short 
life he retained a certain quality of boyishness which was 
one of his most engaging qualities and to which children 
instinctively responded. He could become one of them 
without side, self-consciousness, or condescension. In his 
relations with his hospital colleagues Gerrie was equally 
happy. In many ways he was typical of the land in which 
he was bred and of the university in which he was trained, 
for with few initial advantages he had made his way in his 
profession by dint of his conscientiousness, his natural 
ability, and his capacity for sustained work. 

His life was summed up in his home and in his work, in 
both of which he was supremely happy. Only two years 
ago one remembered the joy and happiness of his wife and 
himself in the birth of their twin children—a son and a 
daughter. To his widow and his young family the sincere - 
sympathy of his many friends and colleagues is extended 
in full measure.—A.G.A. 


Dr. ANNIE DoroTHEA SyMons died suddenly on August 18 
at her home in Bournemouth at the age of 59. She intended 
to be a medical missionary, and her fees at the Royal Free 
Hospital, where she qualified in 1924, were paid by a missionary 
society. However, after qualifying she was never fit enough 
to pass the necessary medical examination. She went to Bridg- 
water General Hospital as a house-surgeon, and later she took 
over a practice which became vacant in Bournemouth. Work- 
ing from a small, noisy house on the main road in Boscombe, 
she built up a very large practice. Dr. Symons had great 
personal charm, keen intuition, and clinical insight, and she 
won the affection and confidence of all. Her acts of kindness 
to her patients extended far beyond her medical obligations. 
In March, 1948, Dr. Symons had a serious operation and knew 
that there was no hope of recovery. She was never able to 
return to full work, but did all that her strength would allow 
right up to the end. Her calm acceptance of the position and 
her courage, humour, confidence, and happiness in the last 
days of acute physical distress were an inspiration to her 
colleagues and friends. 


Universities and Colleges 


UNIVERSITY OF BIRMINGHAM 


The opening ceremony of the new session of the Faculty of Medicine 
will take place in the Nurses’ Recreation Hall, Nuffield House, Queen 
Elizabeth Hospital, on Tuesday, October 4, at 3 p.m., when the 
Lord Archbishop of Canterbury, P.C., D.D., D.L., will distribute 
the prizes awarded for the session 1948-9 and deliver an address 
to students. Past and present members of the Medical School are 
invited to attend, and tickets may be obtained from the Sub-Dean, 
the Medical School, Birmingham, 15. 


ROYAL FACULTY OF PHYSICIANS AND SURGEONS OF 
GLASGOW 


At a meeting of the Royal Faculty of Physicians and Surgeons of 
Glasgow held on September 5, with Dr. W. R. Snodgrass, president, 
in the chair, the following candidates were admitted Fellows of 
Faculty qua Physician: J. B. Barr, A. J. MacK. Campbell, R. Fife, 
W. M. Fyfe, S. C. Ghosh, J. T. Hutchison, A. C. Kennedy, A. W. 
Lees, R. F. Maggs, A. G. Melrose, G. A. V. Ribeiro, Irene P. 
Rowlands, R. S. Singh, T. J. Thomson, G. F. Walker. The following 
were admitted Fellows of Faculty qua Surgeon: A. El H. Bayoumi, 
A. K. Brown, H. McC. Carson, G. A. Clark, H. B. Crum, F. G. 
Day, J. S. F. Hutchison, J. Lockie, I. R. McCaul, J. R. Macintyre, 
A. Mellick, P. S. Olivier, F. Riggall, P. L. Rishi, D. J. Toomey, 
W. F. Toomey, H. B. Watson. 
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EPIDEMIOLOGY SECTION 


INFECTIOUS DISEASES AND VITAE STATISTICS 


We print below a summary of Infectious Diseases and Vital Statistics 
in the British Isles during the week ended September 3. [No. 35 

Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for: (a) England and Wales (London included). (b) 
London (administrative county). (c) Scotland. (d) Eire. (e) Northern Ireland. 

Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 
are for: (a) The 126 great towns in England and Wales (including London). 
(b) London (administrative county). (c) The 16 principal towns in Scotland. 
(d) The 13 principal towns in Eire. (e) The 10 principal towns in Northern Ireland. 

A dash — denotes no cases; a blank space denotes disease not notifiable or no 
return available. 


1949 1948 dingW 
(CorrespondingWeek) 
Cerebrospinal fever .. S|} 13] — — 
Diphtheria 53; 8 23) 2) 7 105) 7| 46 2 
Dysentery 98| 7| 75 1 4 
Encephalitis lethargica, 
acu oe ee — 1 
Erysipelas 18} 
Infective enteritis or 
diarrhoea under 2 
years ‘ 159 
Deaths 18) 6} 11 1 28) — 4 1 
Measles* re” 92} 39) 63 
Deathst 168} 92 2 2,962} 120 


Paratyphoid fever 30} 2/2(B)i4 ome 
Pneumonia, influenzal . . 216, — 3 2465 4 
Deaths (from influ- 
enza)t “* 2 1 =» 1 1 — 
Pneumonia, primary .. 100} 12 * 
Deaths it -" 83} 13 9 7 104) 18 2 2 
Poli itis, 
19} 2 3 
Poliomyelitis, acute .. 289} 41] 11 2} — 70 7 
Deaths§ 10} 1 2) — 
Puerperal 13] 11) — | — 
108 1 94 _2 11 
Deaths 
Scarlet fever .. 7 71| 127 
Typhoid fever... 9} —| 24 
Whoopi 15| 77| 72); 61) 78 
Deaths (0-1 year) 184, 19, 35) 21) 11) 241) 23) 29) 146 
Deaths (excluding still- 
births) .. | 3,732} 602) 514) 136) 111] 3,749) 592) 522) 138} 83 
Annual death rate (per 
1,000 persons living) 10-3} 8-4 10-5] 8-6 
Live births .. | 7,501/1219| 834) 434) 231] 7,592/1312) 935) 382) 239 
Annual rate per 1,000 a. 
Persons li 16-7} 26-9 18-9) 23-9 
Stillbirths 185} 21] 32 210} 22) 37 
births i 
stillborn) .. Ne 37 38 


* Measles and whooping-cough are not notifiable in Scotland, and the returns 

are therefore an approximation only. 
Deaths from measles and scarlet fever for England and Wales, London 
trative county), will no longer be pub! Le 

t Includes primary form for England and Wales, London (administrative 
county), and Northern Ireland. 

§ The number of deaths from poliomyelitis and polio-encephalitis for England 
and Wales, London (administrative county), are combined. 

I Includes puerperal fever for England and Wales and Eire. 


EPIDEMIOLOGICAL NOTES 
Typhus Fever in a Ship 


The s.s. Monte Montjuich arrived in the Port of London from 
Melilla (North Africa) on Augus# 17. On August 22 two mem- 
bers of the crew were admitted to hospital with suspected 
enteric fever, and a third on August 25. The vessel then sailed 
for Newport (Monmouth) and arrived on August 28. A fourth 
member of the crew was sent to hospital on arrival with a 
similar diagnosis. Two further similar cases occurred on 


September 6, while another member was under treatment in 


hospital for middle-ear disease. 

All the usual sanitary measures were taken on board, and jn 
addition fumigation was carried out in Newport, when 805 rats 
were destroyed. The ship sailed for Rosario, Argentina, op 
September 7. 

Laboratory tests on these cases proved negative until Sep- 
tember 2, when Widal tests on the first two patients suggested 
a paratyphoid B infection. On September 7, however, a repeti- 
tion of the Weil-Felix tests on serum from the seven patients 
were found to be positive for typhus infections, but further 
investigation on board was not possible, as the ship had saileg 
that morning. All the patients are recovering, and the attack 
was a mild one in every case. There was no evidence of lice 
infestation. 

It is not yet apparent whether the infection was of murine or 
louse-borne origin, and further work is in progress on this 
point. All seven patients were removed to isolation, and the 
disease has remained confined to members of the crew of the 
ship. Spread in the British Isles is not expected. 


Food-poisoning in North Staffordshire 


An outbreak of food-poisoning occurred in a semi-urban 
area in North Staffordshire on August 31 and September 1, 
All the 40 cases notified were adults, and all reported that they 
had eaten brawn prepared and retailed by a local butcher. 
Cases were strictly confined to houses where brawn had been 
consumed ; persons who had eaten the brawn were the only ones 
to be affected ; no further cases occurred after the brawn had 
been withdrawn from sale. From the amount of brawn sold 
it was estimated that the number of persons at risk was 100 
to 150. 

The time between ingestion and onset of illness in all cases 
was from two and a half to three hours. The main symptoms 
were nausea, vomiting, and abdominal pain followed by diar- 
rhoea. In a few cases the pain was reported to be severe. 
Several patients were said to have “collapsed,” and of these 
two old people became dangerously ill. Cyanosis of the lips 
was reported among the more severely affected cases. Recovery 
seems to have been practically complete within 48 hours. There 
were no deaths. 

Samples of the brawn were obtained from the butcher’s shop 
and from two households ; all proved to be heavily contami- 
nated by coagulase-positive Staphylococcus aureus. The faeces 
of three severely affected patients showed no pathogenic 
organisms. A swab taken from a small boil, from which pus 
could be expressed, on the butcher’s right hand yielded a pure 
culture of coagulase-positive Staphylococcus aureus. Cultures 
of staphylococci obtained from the brawn and from the pustule 
on the butcher’s hand were sent to a reference laboratory for 
bacteriophage investigation, and they were characterized as 
“ untypable.” 

There seems to be little doubt that the cause of the outbreak 
was staphylococcal enterotoxin, and in the light of various fac- 
tors it seems clear that contamination occurred after the process 
of cooking. Although it cannot be definitely stated that the 
contamination of the brawn was caused by organisms from the 
pustule on the butcher’s hand, the possibility remains and pro- 
vides another instance of what appears to be a fairly common 
cause of such outbreaks. 


Poliomyelitis 


Notifications in England and Wales in the week ended 
September 10 were: poliomyelitis 284 (289), polio-encephalitis 
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22 (19). Figures for the previous week are shown in 
parentheses. 


Multiple cases (poliomyelitis and polio-encephalitis together) 
were reported from the foliowing counties: London 31 (43), 
Berkshire 4 (5), Chester 6 (3), Cornwall 3 (5), Derby 2 (2), 
Devon 5 (7), Dorset 5 (2), Durham 7 (8), Essex 16 (21), 
Gloucester 10 (13), Hereford 2 (10), Hertford 5 (3), Kent 9 
(10), Lancaster 38 (28), Leicester 7 (11), Lincs, Kesteven 2 (2), 
Middlesex 19 (18), Northumberland 8 (10), Nottingham 16 (6), 
Oxford 4 (1), Soke of Peterborough 5 (0), Somerset 5 (9), 
Southampton 15 (10), Stafford 4 (3), Surrey 9 (7), Sussex E. 

. 4(2), Warwick 10 (8), I. of Wight 2 (0), Wiltshire 8 (4), Yorks 
East Riding 3 (1), Yorks West Riding 25 (37), Glamorgan 7 
(5), Monmouth 2 (1). ' 

Notifications in England and Wales in the corresponding 
week of 1947 (week ended September 6) were: poliomyelitis 
662, polio-encephalitis 46. These were the highest weekly figures 


recorded in that year. 


Discussion of Table 


In England and Wales the only large variations in the returns 
of infectious diseases were an increase of 31 in the notifications 
of acute poliomyelitis and decreases in the incidence of measles 
610 and whooping-cough 56. 

A fall in the incidence of measles was general throughout the 
country ; the largest decrease was 62 in Durham. The only 
fluctuations of note in the local incidence of whooping-cough 
were decreases in Warwickshire 50 and Durham 28, with an 
increase of 24 in Lancashire. 

The incidence of scarlet fever remained constant in most 
areas, the only large variation in trend being an increase of 24 
in Lancashire. Notifications of diphtheria were only one more 
than the record low level of the preceding week. | ; 

Fresh outbreaks of dysentery were notified in Yorkshire, 
Leeds C.B. 31, and Northumberland, Gosforth U.D. 21. Only 
one further case of dysentery was recorded in Staffordshire, 
‘Wolverhampton C.B., where 29 cases were notified in the pre- 
ceding week. Of the 30 cases of paratyphoid fever 17 were 
notified in Lancashire (Liverpool C.B. 8). The largest out- 


_ breaks of food-poisoning were : Staffordshire (Newcastle-under- 


Lyme R.D. 38 (see above) ). Lancashire (Blackpool C.B. 25, 
Liverpool C.B. 13, Farnworth M.B. 10), Surrey (Croydon C.B. 
18), Kent (Margate M.B. 16), and Northumberland (Wallsend 
M.B. 14). 

In Scotland a decrease of 36 in the notifications of measles 
and an increase of 26 for acute primary- pneumonia were the 
only appreciable fluctuations in the totals for the week. In 
Glasgow 52 cases of dysentery were notified, an increase of 6. 
The increase in the incidence of pneumonia was mainly con- 
tributed by Glasgow. Only two areas returned notifications of 
acute poliomyelitis, Edinburgh 3 and Glasgow 8. 

In Eire notifications of diarrhoea and enteritis rose from 74 
to 159; the largest returns were Dublin C.B. 119 and Cork 
C.B. 18. Notifications of scarlet fever were 29 more than in 
the preceding week due to a general rise in incidence. 

In Northern Ireland the chief feature of the returns was a 
decrease of 21 in the notifications of measles. Of the 7 cases of 
diphtheria 5 were notified in Co. Antrim. 


Week Ending September 10 
Notifications of infectious diseases in England and Wales 
during the week included: scarlet fever 729, whooping-cough 
1,228, diphtheria 66, measles 875, acute pneumonia 205, cerebro- 
spinal fever 38, acute poliomyelitis 284, acute polio-encephalitis 
22, dysentery 59, paratyphoid fever 20, typhoid fever 3, food- 
poisoning 212. 


The Ministry of Health has asked hospitals to minimize the 
consumption of electricity during the peak hours in the coming 
winter, with the object of spreading the load. The consumption 
of electricity should be restricted from 8 a.m. to 9.30 a.m. on 
Mondays to Fridays from October. 1, 1949, to March 31, 1950, 
and from 4 p.m. to 5.30 p.m. on Mondays to Fridays from 
November 1, 1949, to January 15, 1950. 


Medical News 


New Members of M.R.C. . 

By an Order of the Committee of Privy Council for Medical 
Research, made after consultation with the Medical Research 
Council and with the president of the Royal Society, the follow- 
ing have been appointed to be members of the Medical Research 
Council-from October 1, 1949: Dr. N. Hamilton Fairley, F.R.S., 
Sir Percival Hartley, F.R.S., and Professor J. McMichael, 
F.R.C.P. 


Register of Hydrotherapy Assistants 
The Chartered Society of Physiotherapy has decided that in 
order to ensure a satisfactory standard of treatment in hydro- 
therapy establishments and in order to bring this class of 
worker under the aegis of the chartered society as the respon- 
sible professional body, it will make itself responsible for 
the training and registration of persons carrying out, or assist- 
ing in carrying out, certain hydrotherapeutic treatments at 
hydrotherapy establishments throughout the country. The 
council of the chartered society has therefore agreed to 
inaugurate a scheme of training leading to examination and 
registration on a “Supplementary Register of Hydrotherapy 
Assistants” to be maintained by the chartered society. 


Christmas Cards 

The Grenfell Association has again prepared a series of 
Christmas cards depicting typical scenes in Labrador and in 
Northern Newfoundland where its medical work continues. 
Profits from the sale of these cards will help to maintain 
hospital and nursing stations, and will also be applied to the 
campaign against tuberculosis, which is one of the most serious 
problems in this part of the world. Some of the cards are in 
black and white, and others are in colour. An _ illustrated 
leaflet showing the kinds of cards available and their prices can 
be obtained (price 1d.) from the secretary, the Grenfell Associa- 
tion, 66, Victoria Street, London, S.W.1. 


Buckston Browne Prize Essay ; 

The council of the Harveian Society of London has selected 
“The Management of the ‘ Hopeless’ Case” as the subject for 
the Buckston Browne prize essay. The prize, consisting of a 
medal, together with the sum of £100, will be awarded for the 
best essay on the subject; is open to any member of the 
medical profession registered in the British Isles or Dominions ; 
and is limited to candidates under 45 years of age. Essays 
must be sent in by October 1, 1950. Further particulars may be 
obtained from Sir Cecil Wakeley, P.R.C.S., 73, Portland Place, 
London, W.1. 


Wills 

Dr. Donald George Hall, of Hove, left £41,711, including 
£500 to the Medical Benevolent Fund. Dr. Alfred Heathcote 
Copeman, also of Hove, left £39,212; Dr. James Robertson 
Wills, of Peterborough, left £12,342; Dr. David Riddell, 
of Windermere, formerly High-Sheriff of Westmorland, £37,829 ; 
Dr. Samuel Morris Green, of Prescot, Lancs, £13,442. 


| COMING EVENTS 
Royal Free Hospital School of Medicine 


The inaugural address for the 1949-50 session of the Royal 


Free Hospital School of Medicine will be delivered by 
Mr. James Laver, Hon.R.E., at B.M.A. House, Tavistock 
Square, London, W.C., on Friday, September 30, at 3 p.m. 
His subject is “Clothes and Psychic Health.” 


Conference on Foot Inspection 

A conference on “Foot Inspection in Childhood and 
Adolescence” has been arranged by the Foot Health Educa- 
tional Bureau, to be held at Caxton Hall, Westminster, London, 
S.W., on Friday, September 30, from 2.15 to 5 p.m. The 
speakers will be Dr. W. G. Booth and Mr. T. T. Stamm. 
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Conference on Juvenile Delinquency 

A Conference on the Scientific Study of Juvenile Delinquency 
will be held at the Royal Institution, 21, Albemarle Street, W., 
on Saturday, October 1. The conference was convened by the 
British Psychological Society, the Howard League for Penal 
Reform, the Institute for the Scientific Treatment of Delin- 
quency, the Institute of Sociology, the National Association for 
Mental Health, and the Royal Medico-Psychological Associa- 
tion. The Earl of Feversham will open the meeting, which will 
be divided into morning and afternoon sessions. In the morn- 
ing a discussion will be held on the limits of present knowledge, 
under the chairmanship of Mr. J. C. Maude, Recorder of 
Plymouth. The speakers will include Dr. J. D. W. Pearce and 
Dr. Hermann Mannheim. In the afternoon Miss Margery Fry 
will take the chair in a discussion on future research. Dr. John 
Bowlby and Dr. Dennis Carroll will be among the speakers. 


Exhibition of Medical Photography 

The Exhibition of Medical Photography organized by the 
Medical. Group of the Royal Photographic Society of Great 
Britain is to be shown in the Museum, Manchester Royal 
Infirmary, from Monday, October 3, to Saturday, October 8. 
The exhibition will be open from 9 a.m. to 6 p.m. daily, and 
on Saturday until 1 p.m. 


Postgraduate Lectures in Ophthalmology 

A series of postgraduate lectures in ophthalmology will be 
given in the Department of Ophthalmology of the University 
of Glasgow on Wednesdays, October 5, 12, 19, and 26, at 8 p.m. 
A discussion will follow each paper. The meetings are open 
to all medical practitioners and senior students interested in 
the subject. Details will be published in the Journal under 
“ Societies and Lectures ” week by week. 


Welsh National School of Medicine 

Dr. W. N. Pickles is delivering the annual inaugural address 
to the Welsh National School of Medicine on October 6. His 
subject is “ Epidemiology in Country Practice.” 


Charing Cross Hospital Medical School 

The inaugural address will be given by the Rt. Hon. Sir 
Norman Birkett, M.A., LL.B., in the council room of the 
hospital on Thursday, October 6, at 4 p.m. The prizes will be 
presented by Lady Birkett. The medical school will be open 
for inspection from 2 to 3.30 p.m. 


Kettle Memorial Trust Lecture 

The Fifth Kettle Memorial Trust Lecture will be delivered 
by Dr. Beatrice Pullinger at the Royal College of Surgeons 
of England (Lincoln’s Inn Fields, London, W.C.), on Friday, 
October 7, at 5 p.m. Her subject is “The Significance of 
Functional Differentiation in Mammary Tumours.” 


Prevention of Accidents 

A conference organized on behalf of the Association of 
British Chemical Manufacturers by the Royal Society for the 
Prevention of Accidents will be held at the Royal Hotel, Scar- 
borough, on October 7-9. Among subjects to be discussed are 
the safe use of solvents, the installation and maintenance of 
breathing apparatus, and the use of electric apparatus in 
hazardous atmospheres. The fee for the conference, including 
accommodation, is £5. Particulars can be obtained from the 
Royal Society for the Prevention of Accidents, Industrial Safety 
Division, 131, Sloane Street, London, S.W.1. 


Medical Golf 

The Furness Division of the British Medical Association has 
arranged another golf tournament to be held at Grange Golf 
Club on Sunday, October 9, at 2.15 p.m. It is hoped that all 
members who participated in the previous one at Ulverston will 
again enter for this competition, and that any other member of 
the Division who plays golf will also enter. Names should be 
forwarded to the honorary secretary of the Furness Division, 
Dr. J. Mitchell Stuart, c/o the Clinic, Vickers-Armstrongs, Ltd., 
Naval Construction Works, Barrow-in-Furness, by September 26, 
so that arrangements may be completed. 


~ 


Industrial Nursing 


The Royal College of Nursing will hold a conference on 
“ The Industrial Nursing Service ” on October 7-8 at the Royal 
College, Henrietta Place, Cavendish Square, London, wy. 
Those requiring tickets should apply as soon as possible to 
the Conference Secretary at the address above. 


SOCIETIES AND LECTURES 


Tuesday 


INSTITUTE SocioLocy.—At Royal Society, Burlington 
London, W , September 27, 5.30 p.m., discussion caetine House 
with British’ Society for the History "of Science, “ Goethe ang 
Modern Thought,” by Mr. Humphry Trevelyan. 
William Rose will open the discussion. 


Friday 
CAMBRIDGE MepicaL Society.—At Addenbrooke’s Hospital, Cam- 
prid 30, 2.30 p.m., Meddlesome Midwifery, ” talk 
t Bottomley. 


APPOINTMENTS 


Dr. Isabel G. H. Wilson has been appointed a Senior Commissioner 
and Member of the Board of Control on the retirement of Miss 


Ruth Darwin. 
Dr. Wien 9 Edinburgh in_ 1921, took the D.P.M. in 1924, ang 
M.D. in 1926. She was elected ERCP. in 1947. In 1938 she 
intly aoa Control a report on cardiazol treatment aad and hypogean 
treatment in schizophrenia. 


East ANGLIAN REGIONAL HosPitaL BOARD.—Consultant Physician = Mental 
Deficiency in Western’Part of East Anglian Region, W. Sharp, M.B., Ch.B., D.P.M. 
Consultant Psychiatrist for Child Guidance Services in the Ipswich Area, 1.G, 
Howells, M.B., B.S., D.P.M. 

SouTH WESTERN REGIONAL HosprTaL Boarp.—The following appointments 
have been announced: Director, Rheumatism Unit and Advisor on the Service— 
South Western and Oxford Regional Boards, G. D. —%% M.D., F.R.CP. 
Surgeon, South Devon and East Cornwall Hospital, Plymouth, a Childs, My 4 
F.R.C.S. Anaesthetist, Neurosurgery Department, Frenchay Hi — 

P. L. F. Mortimer, M.B., B.S., D.A. Assistant eae, P ae Soe 
Department, City General Hospital, Gloucester, H. Handley, B.D.S. Medical 
Director, Mass Radiogr: Unit, Plymouth, G. Sheers, M M.B., B.Chir. Physician- 
Superintendent, Quantock Sanatorium, Somerset, B. J. Douglas Smith, M.B., BS. 


BIRTHS, MARRIAGES, AND DEATHS 


BIRTHS 

Ferguson.—On August 29, 1949, at Birch Hili Hospital, Rochdale, to Eileen 
(née O’Brien), wife of Dr. T. I. V. Ferguson, a son. 

Gidiey.—On September 4, 1949, at Manor Hospital, Nuneaton, to Maisie (née 
Merry), M.B., B.S., D.A., a son—Alexander Claude. 

Graves.—On September 13, 1949, to Valerie (née Scotland, M.B., B.S.) wife 
4 a: J. C. Graves, 9, Westgate Avenue, Holcombe Brook, Lancs, a 

ter. 

Rose.—On September 9, 1949, at 80, Harborne Road, Birmingham, 32, to 

Dr. wife of G. K. Rose, F.R.C.S., 


MARRIAGES 


Daniel—Williams.—On August 27, 1949, at Cwmtwreh, Owen Daniel, M.B., 
pe of Glanamman, Carms, to Rhianydd Williams, of Cwmtwrch, 


—On August 29, 1949, at Caxton Hall, Westminster, John 
Howard Davidson, M.B., B.S., to Phylis Mary Veronica Fortune. 
—On September 13, 1949, Edward Protheroe Smith, 


Protheroe Smith—Fletcher. 
eee i L.RC.P. (late of Redditch), to Margaret, daughter of the late. 


Mrs. T. W. Fletcher, of Webheath, Worcs. 


DEATHS 


Bickerton.—On September 13, 1949, at 33, Portland Place. London, W., 
Reginald Ernest Bickerton, D.S.O., M.B., Ch.B., Colonel R.A.M.C., T.A. 

Elworthy.—On September 11, 1949, Reginald Robert Elworthy, O.B.E., M.D., 
of 18, St. Margaret’s Drive, East Twickenham, Middlesex. 

James.—On September 12, 1949, Edmund Arnold: James, M.B., Ch.B., of 
Trencrom, St. Helen’s Place, Castleford, Yorks. 

Jenkins.—On September 15, 1949, Charles Evans Jenkins, M.R.CS., L.RB.C.P.. 
of Dunedin, Sale, Cheshire. 

Kinloch.—On September 14, 1949, at 305, Upper Shoreham Road, Shoreham- 
by-Sea, Sussex, William Anderson Kinloch, M.B., C.M., aged 76. 

Macdonald.—On September 10, 1949, at Lynton, Thrupp Lane, near Stroud, 
Glos, Alexander Tulloh Inglis Macdonald, M.D., formerly of Bootle, 
Liverpool. 

Mannington.—On September 12, 1949, at Hillbrow, 49, St. Helen’s Crescent, 
Hastings, Sussex, Frank Mannington, F.R.C.S., formerly of Muswell Hill, 
London, N., aged 75. 

Mounro.—On September 18, 1949, at Beech House, Egremont, Cumberland, 
James Gibson Munro. M.B., Ch.B. 

Rowand.—On September 15, 1949, at a nursing-home, St. Andrews, Andrew 
Rowand, M.D., formerly of 19, Queen’s Gardens, St. Andrews, aged 86. 
Sanders.—On September 16, 1949, Ernest Leonard Sanders, M.B., Ch.B., of 

122, Lauriston Place, Edinburgh, 3 

Smith.—On September 16, 1949, at Mount Vernon Hospital, Harry Smith, 
M.R.C.S., L.R.C.P., D.P.H., of Sunnyways, Gerrards Cross, Bucks. 

Smyth.—On September 11, 1949, at Four Walls, Formby, Lancs, John Francis 
Smyth, M.D., D.P.M. 


Professor 
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Any Questions ? 


Correspondents should give their names and addresses (not for 
ublication) and include all relevant details in their questions, 
which should be typed. We publish here a selection of those 

questions and answers which seem to be of general interest. 


Streptococcus Viridans and Bacterial Endocarditis 
Q.—Is there any evidence that the Streptococcus viridans 
found in the mouth and throat is the same as that found in a 
case of bacterial endocarditis ? 


A.—The evidence that the Streptococcus viridans found 
normally in the mouth and throat is the infecting organism in 
subacute bacterial endocarditis is largely circumstantial. Gum 
sepsis, including periodontal abscess, is most often due to 
infection with non-haemolytic streptococci of the viridans and 
salivarius types. Any trauma of an infected gum, such as by 
tooth extraction, usually results in a temporary bacteriaemia, 
and if there are damaged heart valves, due to congenital defect 
or previous rheumatic infection, the blood-borne streptococci 
may settle on the valves and set up a subacute bacterial endo- 
carditis. There is a considerable amount of published and 
unpublished work supporting this association between gum 
sepsis, tooth extraction, and bacterial endocarditis. More 
definite proof that the particular strain of Str. viridans causing 
bacterial endocarditis is identical with the organism present in 
the mouth cannot easily be supplied, since the green-producing 
streptococci are found to be a heterogeneous group when 
attempts are made to classify them either by fermentation 
reactions or serologically. In a paper elsewhere in this issue 
F. R. Selbie, Rosemary D. Simon, and R. H. M. Robinson 
describe how serologically similar strains have been isolated 
from the blood and mouth of patients with subacute bacterial 
endocarditis, but final proof of identity would require more 
precise antigenic analysis. In this connexion it may be noted 
that a particular serological type of non-haemolytic %trepto- 
coccus called Str. mutans, and associated by Kilian Clarke with 
dental caries, is sometimes the causal organism in bacterial 
endocarditis. Haemophilus para-influenzae, another normal 
inhabitant of the mouth, is also occasionally associated with 
bacterial endocarditis. Thus, even if there is no absolute proof 
that the causal organism is most often derived from the mouth, 
the evidence is strong enough to justify the use of a “ chemo- 
prophylactic umbrella” when any mouth operations are carried 
out on a patient with damaged heart valves. The questioner 
should also refer to the leading article at p. 692 of this issue. 


Coeliac Disease 

Q.—What are the latest views on the treatment of coeliac 
disease in children? Is it true that the use of vitamin B and 
liver therapy has largely removed the need for dietary restric- 
tions? If not, is it important to restrict the intake of carbo- 
hydrates as well as of fats? How can an adequate diet, say 
for a child aged 3, be arranged with present food restrictions ? 
What is the best method of administering the necessary vitamins, 
and are these obtainable in solution in palatable fat-free form ? 


A.—No great advance in the treatment of coeliac disease 
has been made recently. Three principal forms of diet have 
been evolved—the low-fat diet, the starch-free normal-fat diet, 
and the Bircher-Benner diet; in the latter fats are restricted 
and starchy foods replaced by fruits and salads. In any diet 
it is wise to restrict starchy foods and essential that there is a 
high protein and calorie intake. Treatment with injections of 
liver extract and vitamin B has proved useful, particularly 
during the acute phases of the disease, but only in addition to 
dietary measures. It is likely that liver extracts supply some 
factor which is liable to become deficient in coeliac disease. 

It is difficult to devise a suitable diet which is economical 
and which the child will eat, but the low-fat diet is perhaps 
the easiest. On receipt of a detailed medical report, including 
the results of stool analysis, the Ministry of Food allows a 
child of 3 years five extra rations (the allowance for a child 


under 5 being half the adult ration) of meat and a tin of half- 
cream dried milk ‘weekly on the surrender of all fat coupons. 
Dried bananas are obtainable through food offices, but these 
are not so popular as the fresh fruit, which are well tolerated 
when really ripe and which will generally be reserved by a 
greengrocer when he knows of the child’s illness. In the same 
way a butcher can usually be persuaded to reserve such things 
as liver. Salads and many fruits are well tolerated. Soya 
biscuits, or one of the specially prepared breads with a high- 
protein, low-starch content, can be eaten instead of ordinary 
bread. Dextrimaltose or glucose can be obtained on a doctor’s 
certificate, and 1 to 2 oz. (28 to 56 g.) should be given daily. 
Cow’s milk should be hand skimmed and given to drink or 
used to make junkets and puddings. Vitamin C may be given 
by mouth in the form of concentrated orange-juice, and vitamins 
A and D as halibut-liver oil or one of the proprietary concen- 
trates in doses of 10 to 20 drops daily. Watery preparations of 
vitamin A and D are available; but are more expensive and 
are not essential. 

The questioner should refer to Arch. Dis. Childh., 1949, 24, 
81, and Practitioner, 1948, 160, 291. 


Dichloracetylene Poisoning 


Q.—What are the toxic effects of dichloracetylene? Have 
any cases of poisoning been reported, and are there any reports 
in the literature on the post-mortem examination of fatal cases? 
If so, what were the essential findings ? 


A.—Dichloracetylene is very toxic and unstable, but has little 
or no use in industry, as distinct from acetylene dichloride 
(or dichlorethylene), which is less toxic and is an industrial 
solvent. Dichloracetylene is a liquid boiling at 32° to 33°C. 
at a pressure of 748 mm. Hg;; it is unstable and readily catches 
fire in air on warming. It is narcotic and causes death from 
respiratory paralysis. There is a reference in the literature to 
the corresponding dibromacetylene as an intensely poisonous 
liquid, causing headaches, indigestion, exhaustion, and most 
noticeably loss of memory (Lawtie, J. Amer. chem. Soc., 1906, 
36, 490), but no reference to any post-mortem findings has 
been traced. Stringent safety precautions against fire and toxic 
hazards would be required in the preparation and use of 
dichloracetylene, and should take the form of complete 
enclosure in a closed system. 


Control of Ants 


Q.—I should be grateful if you could tell me what are the 
dangers of food being infested by ants and what modern 
methods are available to protect food from these pests. 


A.—Food is not exactly “infested” by ants in the sense 
that certain other insect pests live and breed in it. However, 
the workers of certain species of ant make raids on food in 
larders, etc., and carry back portions to the nest. Two kinds 
of house-haunting ants are common in Britain: (a) The black 


« 


garden ant (Acanthomyops niger) often enters dwelling-houses ° 


through a window or through crevices in the floor. The best 
control measure is to trace the ants back to their nest in the 
soil and destroy it. (b) In steam-heated institutions, such as 
hospitals, the tiny sand-coloured Pharaoh’s ant (Monomorium 
pharaonis) is a very intractable pest. The nests are deep in 
the walls and usually inaccessible. Spraying with D.D.T. has 
been tried without success. The most promising control 
measure is the use of a poison bait (e.g., 51% water, 0.8% 
sodium fluoride, and 48.2% thick syrup). The bait is kneaded 
into small pieces of cake or bread and scattered out of the way 


of children or domestic animals. Baits must be renewed weekly 


for at least three or four months to obtain eradication. 


Succinate-salicylate Therapy 
Q.—M. M. Szucs claimed recently that succinate-salicylate 
therapy was of value in arthritis (Ohio St. med. J., 1947, 43, 
1035). What is the theory underlying this method, and have 
the views put forward by Szucs been confirmed or not ? 
A.—The claims made by Szucs for the use of succinate- 
salicylate therapy in arthritis have not been confirmed by 
subsequent medical experience. Observers in both Canada and 
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America, where this work originated, have reported that 
succinate-salicylate has the value of its salicylate content only, 
and that the addition of the succinate portion, although attrac- 
tive in theory, is of no practical clinical advantage. 


Effects of Testosterone 


Q.—A male patient aged 53 has been receiving injections of 
25 mg. of testosterone dipropionate at weekly intervals for 
some months, after an initial intensive course of three injec- 
tions a week, for the treatment of debility. He improved to 
start with, but he is now very apprehensive about any ill effects. 
Are there any known ill effects, either near or remote, associated 
with continued dosage with testosterone dipropionate ? 


A.—There are no recorded ill effects from therapeutic doses 
of testosterone as, for example, those given in the above case. 
Theoretically, testosterone might produce enlargement of the 
prostate gland, but this is a theoretical rather than a practical 
consideration. Theoretically it might also produce enlargement 
of the pituitary gland and an increase in the number of chromo- 
phobe cells, possibly with the formation of chromophobe 
adenoma, as is possible with massive doses of oestrogens, but 
here again, in the opinion of the writer, these considerations 
have no practical bearing on clinical testosterone therapy. In 
younger people testosterone in large doses, while possibly 
increasing eroticism and potency and the size of the penis, would 
cause involution of the testes; but in a patient of 53 this fact 
would not have the same significance as in a person of 23, and 
in any case the doses used would have to be much greater to 
produce this result. 


Facial Disfigurement 


Q.—Are there available any cosmetics or other preparations 
which would enable a young girl suffering from adenoma 
sebaceum of the face, which causes a good deal of disfigure- 
ment, to conceal the marks? ‘ 


A.—Special make-up preparations are sold by most of the 
big cosmetic firms and are designed to hide blemishes and dis- 
figurements. Most of them were developed during the war, 
and it must be admitted that many are inferior in quality and 
unsatisfactory in use. This appears to be due to the limita- 
tions imposed on the importation of the necessary ingredients 
for this kind of preparation. A special cream is obtainable 
from a London firm which has the advantage of covering the 
defects efficiently without cracking or flaking. 


Treatment of Chronic Alcoholism 


Q.—! wish to try “ antabuse” on a chronic alcoholic whose 
liver is somewhat enlarged, and'I should like to know if this is 
a contraindication. If not, what dosage do you recommend ? 


A.—* Antabuse,” or tetraethylthiuramdisulphide, acts by 
depressing the oxidation of acetaldehyde, which is presumably 
due to a depression of liver function. Nevertheless, it is clear 
that if the patient is cured of his alcoholism his liver may then 
recover ; it is therefore right to try to cure him. The dose is 
1.0 to 1.5 g. initially and 0.5 g. thereafter daily. The care 
required in treatment is indicated in the article by A. E. Carver 
(Journal, August 27, p. 466) and in the earlier paper by 
Martensen-Larsen (Lancet, 1948, 2, 1004). 


Aplastic Anaemia and Agranulocytosis 
Q.—What drugs have been known to cause aplastic anaemia 
and agranulocytosis? Have thyroid tablets or Lugol’s iodine 
ever been incriminated ? 


A.—Administration of the following agents has been 
followed by aplastic anaemia: benzol, the arsphenamines, gold 
salts, sulphonamides, dinitrophenol, trinitrotoluene, mustard gas 
and nitrogen mustards, bismuth, mercury, colloidal silver, 
various hair dyes, volatile insecticides, and possibly analgesics 
such as amidopyrine, acetanilide, and phenacetin. Agranulo- 


cytosis has resulted from the administration of the sulphon- 
amides, thiouracil, amidopyrine and its compounds, gold salts, 
the arsphenamines, dinitrophenol, and possibly from the bar- 


biturates, phenazone, phenacetin, “ neostibosan,” quinine 
cinchophen, bismuth, phenylethylhydantoin, and pamaquin, 
Radioactive substances may give rise to either of these 
syndromes. Neither Lugol’s solution nor thyroid tablets have 
been known to cause agranulocytosis or aplastic anaemia. It 
should be noted that in many instances there is a personal 
idiosyncrasy to the causative drug, and with most of these agents 
the syndromes are rare. 


Non-spermicidal Lubricants 


Q.—1 have heard that some lubricants used to ‘facilitate inter. 
course may have a deterrent effect on conception. Is this 
correct, and can you suggest a suitable lubricant which is free 
from this disadvantage ? 


A.—When conception is desired, it is necessary to ensure 
that penetration is painless and complete. In many cases this 
can be achieved only if the vagina is fully lubricated. It is 
important to avoid petroleum jelly, for, besides being a most 
unsatisfactory lubricant for the vagina, it has a mechanical 
action deleterious to sperm activity. There are two or three 
“ water-soluble ” lubricants obtainable which have practically 
no spermicidal action. 


NOTES AND COMMENTS 


Pus Cells in Semén.—Dr. H. A. Davipson (London, S.W.) writes: 
The answer to the question on pus cells in semen (“ Any Ques- 
tions ?”” August 13, p. 398) is liable to mislead the questioner and 
possibly expose his patient to unnecessary psychological and physical 
hardship. It is by no means evident from the question that the 
patient’s fertility is impaired. Although it is stated that “ motile 
sperms are absent,” no mention is made whether any immotile 
sperms were found. If they were, one would need to know the age 
of the specimen and the method of collection, for even normally 
fertile semen, if too old or collected in a condom, might contain no 
motile spermatozoa. The answer states that an attempt must first 
be made to discover the source of the pus cells. It would seem 
more urgent to ascertain first whether in fact the patient is sub-. 
fertile not. Normal semen may contain up to two million 
leucocytes per millilitre, and even frank pus admixed from the 
prostate, seminal vesicles, or urethra would not necessarily impair its 
fertilizing capacity. It is disturbing to read the statement, on such 
incomplete evidence, that the outlook is poor, and, much as one 
would agree with the need for testicular biopsy if in fact the serien 
contained few or no spermatozoa, one wonders why the finding of 
“healthy testicular tissue’ should call for an attempt to stimulate 
spermatogenesis. Finally, an obvious slip of the writer’s pen should 
be rectified: Chorionic gonadotropin is prepared from pregnancy 
urine and not, as stated, from pregnant mares’ serum. 


Herpes, Varicella, and Queen Anne.—Dr. W. A. BELLAMY 
(Aylesbury, Bucks) writes: For some years now the Journal has 
printed numbers of letters from correspondents who have noticed the 
incidence of herpes and chicken-pox in the same patient. Is it not 
time we all realized that Queen Anne’s dead ? 


Correction.—Dr. A. G. Watkins (Cardiff) writes: In the acknow- 
ledgments at'the end of the article “‘ Incidence of Cross-infection in 
Children’s Wards ” (September 17, p. 616), in acknowledging a grant 
towards computing expenses, it was wrongly stated that the grant 
was made by the British Paediatric Association. It is the Ministry of 
Health to whom the authors are indebted, and they take this 
opportunity of apologizing for this mistake. 
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